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Aesculapius 


matter how advanced, which there 
nothing done. Expert and 
properly timed surgical, radiation, 
and drug therapy may bring great 
comfort the late cancer patient, 
and some instances such palliation 
may even prove curative. 

Surgical palliation may include not 
only the initial removal 
mary tumor and much possible 
the metastatic tissue, but also re- 
lief obstruction the tumor 
through tracheostomy, gastrostomy, 
colostomy, and cystostomy, well 
the interruption neural pathways 
otherwise intractible pain. 

Radiation therapy, retarding the 
growth incurable cancer, adds 
months years life, sometimes 
converts incurability into curability, 
and usually relieves pain from osseous 
metastases. 

Useful pharmacological agents in- 
clude narcotics, hypnotics, analgesics, 
and chemotherapeutic and radiomi- 
metic compounds. Malodorous ulcers 
may palliated saline, sulfona- 
mides, antibiotics, hypochlorites, and 
chlorophyll. Progression certain 
cancers accessory sex tissues may 
retarded castration and ad- 
ministration estrogens and andro- 
gens—the first cancer “drugs.” 

addition these physical pal- 
liative procedures, there need for 
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tactful psychic handling the patient 
and the The physician must 
inspire the patient with hope re- 
covery relief, even himself 
may feel doubtful. The sympathetic 
family doctor who shares this respon- 
sibility with the nurse and continues 
the end his ministrations for re- 
physical and mental distress 
gains the deep and lasting affection 
the appreciative family. 
ferent physician who makes effort 
toward the hopeless patient’s comfort 
gains the bitter and enduring resent- 
ment the anguished family and 
often drives them desperation 
the charlatan. 

When the family doctor, like 
Thomas Fuller’s good physician, can 
longer keep life in, makes 
fair and easy passage for out. 
His patient extremis, then, does 
not whine impatiently like Keats that 
feels flowers growing over him and 
ask when his posthumous life will 
come end. Instead, joins 
Socrates gratitude his physician 
for fair and easy passage offer- 
ing cock Aesculapius.” 


Ancient plaque symbolizing offering 
thanks Aesculapius. 
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Five years after the fire that gutted it, wiped 
out the mouse colony, and reduced irreplaceable records 
ashes, the Jackson Memorial Laboratory doing 
business the same old Bar Harbor, Maine, 
and better than ever. 

Director Little has the world’s oldest and largest 
mammalian genetics laboratory, turning out million mice 
year (700,000 for use there and 300,000 for about 300 
other U.S. and foreign laboratories). Almost all the old 
mouse models and some new ones well are 
meet all demands. Equipment now fireproofed and 
lined. More men and machines are work; more projects 
are under way; and much the old basic work has advanced 
the stage where holds implications for infectious, 
mental, and many constitutional diseases, well this 
laboratory's research cornerstone, cancer. 

Techniques range from mouse biochemical analyses 
(by visiting scientists), parabiosis, ova transplants, 
docrine-physiology studies and chromosome mapping 
quasi-couch for disturbed dogs. 

Here are notes their work: 

Susceptibility and Resistance Tumor Grafting: 
Dr. Snell and Dr. Kaliss have succeeded altering the 
sponses mice normally resistant grafts some mouse 
tumors. This resistance has been broken down injecting 
the hosts with suspensions frozen-dried tissues before 
inoculating the graft. some cases, resistance 
injection very small doses the 
dried tissue, while large doses break down the resistance. 
similar breakdown occurs after the injection anti- 
serums mouse tissues, produced rabbits Here, 
instead serving protective influence against the 
tumor, antiserums act some infectious diseases, the 
experimental procedure has negated the normal resistance 
the host. 

Resistance: Dr. Borges aiding the general in- 
vestigation with newly developed mouse subline that 
resistant transplanted homologous tumors. subline 
single-gene mutant from mice 100 per cent susceptible 
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transplantable line leukemia and grafts three 
cancers. During the last three years more 
than one thousand animals the mutant subline have been 
inoculated with leukemia--with incidence zero. 
Borges using the new subline explore the mechanisms 


which the organism checks the multiplication cancer 
cells. 


Anemia: Dr. Russell has traced one mouse anemia 
three genes any one which may single locus. 
The anemia, with onset early embryonic life, ranges 
from slight severe that kills shortly after birth. 
The same mice are sterile. Investigation far shows 
insufficiency the blood-forming organs including ar- 
rested marrow--a condition similar human erythrogenesis 
consequent anemia from birth. 

Leukemia: Dr. Fekete, who does diagnoses for the 
entire laboratory, has demonstrated that the basis for one 
type spontaneous leukemia the fertilized 
the product embryonic environment. She did this 
transplanting eggs from the oviducts leukemic mothers 
the uteri nonleukemic foster mothers. Both the donor 
and the recipient were fertilized before the switch was 
made. resided the egg susceptible mothers 
only. 

Dr. Hummel has made the eye-opening dis- 
covery that some strains mice have small "accessory" 
adrenals that develop and function when the adrenals are 
removed. The have only cortical not medullary, 
tissues and they may occur over one both kidneys 
per cent (the average per cent) some strains. 
She has found such other genetic defects extremely small 
but functioning kidneys, kidneys all (these mice die 
before birth), and club feet. 

Obesity: Miss Dickie has produced evidence that 
sometimes obesity can gene-controlled. pear-shaped 
mutant mouse has taught her this. mutants are 
sterile and two three times large the normal ani- 
mals. have enormous per cent 
more than their nonobese litter have decided 
preference for carbohydrates. When they are put the 
(for them, inadequate) diets normal mice, they don't 
gain weight. And they don't grow after 
While the fat mice are naturally sterile, after induced 
ovulation, ova are viable and can transplanted 

(Continued after page 44) 
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Cancer and Ulcerative Colitis 


Contrary the belief many pa- 
thologists that there relationship 
between carcinoma the colon and 
chronic ulcerative colitis, the present 
authors are the opinion that long- 
standing, severe ulcerative colitis and 
cancer are related. their 226 cases 
ulcerative colitis that were treated 
surgically, the incidence cancer was 
3.9 per cent. When the ulcerative 
tis lasted longer than twelve years, the 
incidence cancer was per cent. 
was found that cancer was more 
likely develop when polypoid de- 
generation the mucosa had occurred. 
When portion the rectum colon 
involved long standing, there 
grave danger permitting re- 
main the body. 


Lyons, A. S., and Garlock, J. H.: The relation- 
ship of chronic ulcerative colitis to carcinoma, 
Gastroenterology 18:170-178, June, 1951. 


Prostatic Cancer 


The majority prostatic cancers 
grow for long time without causing 
any symptoms. When they occur, 
the symptoms are those slowly pro- 
gressing obstruction the bladder out- 
let, which may largely entirely 
due associated hyperplasia the 
gland. may noted first that after 
urination the last few drops cannot 
expressed and they seep the under- 
wear. Later, occasional nocturia oc- 
curs. Then discovered that when 
voiding for the first time the morn- 
ing, urination starts hesitantly. Before 
long, the stream becomes slower and 
can maintained only con- 


scious effort. Frequently, dysuria, over- 
flow incontinence, complete ob- 
struction caused the tumor growth 
are associated with hopeless stages 
the disease, are pains the peri- 
neum, penis, sacral region. Uni- 
lateral sciatic pains man more than 
are suspicious, while bilateral sci- 
atica such person pathogno- 
monic prostate cancer. 


Dean, A. L.: Early diagnosis of tumors of the 
genito-urinary organs. Connecticut M.J. 15:959- 
965, Nov., 1951 


Proctology and the 
General Practitioner 


The patient usually consults the gen- 
eral practitioner first and relies upon 
him for advice. the important in- 
termediary between the patient and 
the specialist. While carefully taken 
history the patient value, 
diagnosis can made only inspec- 
tion, palpation, roentgen-ray, and in- 
strumental endoscopic examination. 
Sigmoidoscopy alone will reveal about 
per cent adenomas the colon 
and per cent all carcinomas 
the terminal portion the large in- 
testine. Since adenomas have the tend- 
ency undergo malignant transfor- 
mation, every polyp should con- 
sidered potentially malignant and 
should entirely removed with 
the mucosal base. Invasive adenomas 
should regarded frank carcinomas 
and should subject the radical 
forms surgical therapy. Mucosal ex- 
crescences should preferably 
moved toto with the aid cold 
biopsy forceps because the danger 
cancer. The patient should re- 
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examined various intervals time 
following extirpation adenomas be- 
cause possible recurrence the de- 
velopment new polyps. Only early 
diagnosis and corresponding early 
treatment cancer the rectum will 
reduce the morbidity and mortality 
from this disease. 

For nonobstructive lesions the 
transverse and left colon, one-stage re- 
section and open anastomosis are fa- 
vored. agreed all proctologists 
and general surgeons that the abdomi- 
noperineal resection the rectum 
the more radical procedure for cancer 
the rectum. Even this radical opera- 
about per cent recurrence the 
cancer but without distant metastases 
intestinal obstruction. Sphincter-sav- 
ing operations are justified extreme 
old age, failing vision, and hepatic me- 
tastases. Epidermoid anal cancers can 
cured more effectively radical 
surgery than irradiation. Most ex- 
perienced surgeons prefer the abdomi- 
nal artificial anus the perineal colos- 
tomy. 


Turell, R.: Proctology and the general practi- 
tioner. New York State J. Med. 52:1009-1014, 
Apr. 15, 1952. 


Lung Cancer 


The number deaths from lung 
cancer among chromate plant workers 
was compared with the figures lung 
cancer the general population. Lung 
cancer was found sixteen 
eighty times more common workers 
certain chromate plants. occu- 
pational tumor hazard apparently does 


exist chromate-producing opera- 
tions. These studies were carried out 
collaboration with the six major 
chromate-producing companies 
America. Plants carrying out opera- 
tion using monochromates had high 
incidence lung cancer whereas 
lung cancer was recorded from plant 
handling only dichromates and trivalent 
chromates. The evidence points toward 
the monochromates the carcinogenic 
material. The chromate industry de- 
veloping methods reduce exposure 
personnel fumes and dusts with 
special reference the roasting proc- 
esses and the handling monochro- 
mate. 


Gregorius, F.: Lung cancer in the chromate in- 
dustry. |Abstr.| A.M.A. Arch. Indust. Hyg. and 
Occup. Med. 5:196; Abstr. of disc. 196-197, Mar., 
1952. 


Carcinoma the Penis 


Cancer the penis constitutes from 
men. Twenty-one cases have been ob- 
served Veterans Administration 
Hospital over ten-year period. The 
etiology this lesion obscure but 
thought that the hard, retained, in- 
spissated smegma causes irritation and 
predisposes its development. Car- 
cinoma the penis occurs almost ex- 
clusively the uncircumcised. oc- 
curs particularly those with phimosis 
and occasionally those circumcised 
adult life. Jews and Mohammedans 
who are circumcised infancy and 
childhood have complete 
protection from cancer 

The papillary and infiltrating types 
penile cancer are described. Treat- 
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ment may surgery, electrosur- 
gery, deep roentgen-ray and radium 
therapy and combinations these 
treatments. The conservative surgical 
approach involves (1) simple amputa- 
tion approximately 1.5 cm. 2.5 cm. 
proximal any visible palpable evi- 
dence disease; (2) use perineal 
urethral opening only cases where 
soilage urine would otherwise occur; 
(3) groin dissection patients with 
adenopathy caused metastases. 
Three twenty-one cases had me- 
tastases when the disease was first diag- 
nosed. One these patients was alive 
three and half years after simple am- 
putation with bilateral groin dissection. 
The other two died generalized me- 
tastases two and four years respec- 
tively following radical amputation 
the penis, bilateral groin dissection, and 
postoperative radiation. the remain- 
ing eighteen patients, one died hy- 
pertensive cardiorenal disease eight 
years following simple amputation, 
with evidence cancer death. 
Another died three days after total am- 
putation uremia secondary re- 
ceipt incompatible blood. Only one 
the sixteen surviving patients shows 
evidence carcinoma the penis. 


Harlin, C.: Carcinoma penis. 
67 :326-337, March, 1952. 


Minute Peripheral Lung Tumors 


Incidental findings series six 
autopsies and two surgical lung spec- 
imens bronchiectasis proved 
minute pulmonary tumors, 100 250 
microns size. These tumors were 
peripherally located the subpleura 
and consisted epithelial nests en- 
meshed fibromuscular stroma. 
Vesicular nuclei, either spindle-shaped 
round, were found the epithelial 
cells the tumor. There was evi- 
dent mitosis. second type tu- 
mor, which was intrabronchiolar and 
the polypoid variety, the bronchiolar 
epithelium over the neoplasm was un- 
broken. Its cells tended become flat- 
tened spindle-shaped. The minute 


tumors four the cases were found 
bronchiectatic lung tissue, while 
the other four cases there was micro- 
scopic evidence bronchiectasis. 
These tumors are believed benign 
character and are comparable the 
carcinoid type bronchial adenoma. 
Some these minute tumors are pos- 
sibly associated with the pathogenesis 
bronchiectasis. 


Prior, J. T., and Jones, D. B.: Minute peripheral 
pulmonary tumors; a study of eight cases. J. 
Thoracic Surg. 23:224-236, Mar., 1952. 


Carcinoma the Prostate 


About per cent patients with 
carcinoma the prostate have coin- 
cident benign hypertrophy the pros- 
tate. The overwhelming 
postmortem cases show bone metas- 
tases. Carcinomas the prostate are 
adenocarcinomas and vary considera- 
bly their appearance. Symptoms 
urinary frequency painful urina- 
tion, hematuria, pain deep the peri- 
neum, sciatic pain patient aged 
more should suggest prostatic 
carcinoma and should subjected 
urological examination. roentgen- 
ological examination the skeletal 
system every patient with prostatic 
carcinoma Metastatic 
areas may regress under stilbestrol ther- 
apy or, after orchiectomy, show in- 
creased density with bone repair. The 
most signficant laboratory examination 
for carcinoma the prostate the 
determination acid and alkaline 
phosphatase. Marked elevation the 
serum acid phosphatase pathogno- 
monic metastasizing prostatic carci- 
noma. The alkaline phosphatase also 
frequently elevated when metastases 
the bones are present. There should 
positive biopsy before treatment 
advanced carcinoma begun. 

the presence hard prostate, 
pain, demonstration bone metastases 
roentgenological examination, and 
high acid phosphatase, the diagnosis 
advanced cancer the prostate 
unequivocal. order effect cure 
the carcinoma has radically re- 
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sected while still localized within 
the prostate. All other treatments are 
palliative. Unfortunately less than 
per cent cases most clinics are 
suitable for surgery. The results 
radon-implantation therapy have been 
extremely poor. Transurethral prosta- 
tectomy indicated when there uri- 
nary retention more than ounces 
when retention causes distressing 
symptoms. 

cancer the prostate made, the most 
widely accepted treatment bilateral 
orchiectomy. Stilbestrol mostly used 
complement orchiectomy. stated 
that the more advanced the disease, the 
greater the extent metastases, and 
the more severe the pain and prostra- 
tion, the more startling the effect 
estrogen therapy. pain not con- 
trolled endocrine therapy recurs 
after endocrine therapy, well worth 
while try small doses roentgen-ray 
therapy for palliation. 

Sarcoma the prostate highly 
malignant disease, totally 
from prostatic carcinoma. tends 
occur young individuals. Approxi- 
mately per cent patients with car- 
cinoma the prostate respond 
androgen control whether 
orchiectomy, stilbestrol, their com- 
bination. 


Bluhm, S.: Carcinoma of the prostate. J. Maine 
M. A. 43:75-81; 83, March, 1952. 


Cancer the Vulva 


Since 1935 radical vulvectomy has 
become the principal method treat- 
ment the Toronto General Hospital, 
Toronto, Canada, for cancer the 
vulva. Prior 1935 only four patients 
out twenty survived for period 
five years following treatment radio- 
therapy and simple vulvectomy, the 
radiotherapy being the principal form 
therapy that time. 1948 sur- 
gery included the bloc dissection the 
gland-bearing fat part Scarpa’s tri- 
angle. The operation has since been ex- 
tended include extraperitoneal deep 


pelvic lymphadenectomy. Prognosis 
dependent upon the extent the lesion, 
the state the lymph nodes, the age 
and physical condition the patient, 
and the site the lesion. Since 1935, 
radical vulvectomy with lymphadenec- 
tomy was performed forty-nine pa- 
tients, whom per cent are living 
and well. concluded that the pri- 
mary tumor must adequately re- 
moved. Since cancer the vulva 
slow spread, complete pelvic lym- 
phadenectomy combined with radi- 
cal vulvectomy should offer high rate 
cure, and elderly patients wide- 
spread dissection the superficial 
lymphatics plus radical vulvectomy 
may all that necessary. 


Cosbie, W. G.: The treatment of cancer of the 
vulva. Am. J. Obst. & Gynec. 63:251-257; disc. 
257-259, Feb., 1952. 


Carcinoma the 
Esophagus Cardia 


Besides the generally accepted etio- 
logical factors age, sex, and heredi- 
tary susceptibility, believed that 
food important factor the eti- 
ology carcinoma the esophagus. 
The physical characteristics the food 
and drink, the temperature, mode 
eating, and the possible presence car- 
cinogenic substances certain foods 
drinks should given careful con- 
sideration. There high incidence 
carcinoma the esophagus North 
China, where the people are accus- 
tomed take their food and drink very 
hot. Kaoliang (Sorghum vulgare L.), 
which common food North 
China, may contain carcinogenic 
substance, since the areas which 
this grain the chief foodstuff there 
unusually high incidence eso- 
phageal cancer. the 172 cases 
carcinoma the esophagus cardia 
the stomach the present series, 
per cent the patients were habitual 
consumers pai kan, distillate 
kaoliang. control series 200 pa- 
tients more than years age, ad- 
mitted the hospital for other condi- 
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tions, the incidence such habitual 
drinking was per cent. (Pai kan 
contains from per cent al- 
cohol). Thirty-eight patients, 22.1 
per cent the 172 cases, had posi- 
tive family history compared with 
5.5 per cent the control group. 

The cancer was resected eighty- 
one cases. Forty-one patients are alive 
from few months more than three 
years after resection. the ninety-one 
cases which the tumor was not re- 
sectable, there was follow-up fif- 
teen cases and fifty-nine patients died. 
Only five these patients survived for 
more than six months. The figures 
clearly indicate rapid and fatal 
course for patients with nonresectable 
esophageal cancer. patients were in- 
telligent enough seek medical aid 
before the onset persistent dysphagia 
and physicians were alert enough 
recognize the disease that stage, 
there would totally different prog- 
nosis. The roentgenologist has much 
offer the early diagnosis carci- 
noma the esophagus and the cardia 
the stomach. When roentgen-ray 
findings are inconclusive negative 
the face strong clinical suspicion, 
esophagoscopy should employed. 
Physicians and radiologists should care- 
fully examine any patient cancer 
age, especially male, who mentions 
vague difficulty swallowing. be- 
lieved that resection definitely worth 
while cases cancer the esopha- 
gus which the lesion not too wide- 
spread. 


Wu, Y. K., and Loucks, H. H.: Carcinoma of the 
esophagus or cardia of the stomach; an analysis 
of 172 cases with 81 resections. Ann. Surg. 134: 
946-956, Dec., 1951. 


Adrenalectomy Mammary 
and Prostatic Cancers 


Eighteen patients 
vanced cancers with extensive metas- 
tases were treated biiatral adrenalec- 
tomy. There were seven cases cancer 
the prostate, seven cases breast 
cancer, and four miscellaneous cancers. 
The sex glands all patients with 


mammary prostatic cancers had 
been excised with the exception one 
patient the postmenopausal state. 
There were two postoperative deaths. 
Cortisone was used replacement 
therapy for the prevention adrenal 
insufficiency during and after adrena- 
lectomy. Twenty-five milligrams 
cortisone acetate mouth twice daily 
and the oral ingestion gm. 
sodium chloride gave excellent results 
most cases. After the operation the 
majority the cancer patients had 
excellent appetite and gained weight 
rapidly. 

The most striking observation was 
the immediate and persistent relief 
crippling pain the bones following 
tients. The course the disease was 
not influenced favorably two mam- 
mary-cancer patients following adre- 
nalectomy. There was minor im- 
provement one case and some regres- 
sion the lesions was observed 
three cases. There was one postopera- 
tive death each the two groups. 
the four patients with advanced can- 
cer other than that the breast and 
prostate, adrenalectomy had de- 
tectable effect retarding the growth 
the tumors; fact, positive evidence 
was obtained increase size the 
cancers all these cases. 

control series three patients 
with advanced cancer the prostate 
with metastases who were treated with 
ACTH, 100 mg. daily for fourteen 
days, and four similar cases which 
cortisone acetate was injected intra- 
muscularly for periods ninety 
days, the patients had improved 
sense well-being, increase ap- 
petite, but decrease size ac- 
tivity the cancers. There was partial 
relief pain, but only for one two 
days. Two these patients were 
treated subsequently adrenalectomy 
with complete relief bone pain and 
detectable regression the tumor. 

concluded that adrenalectomy 
with maintenance the patient 
cortisone acetate can cause some re- 
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gression far-advanced mammary 
and prostatic cancers for which there 
has been previous therapy available. 


Huggins, C., and Bergenstal, D. M.: Inhibition of 

human mammary and prostatic cancers by adre- 
—- Cancer Research 12:134-141, Feb., 
952. 


Cancer the Thyroid 


All solitary nodules should re- 
moved and carefully 
logically since they may malignant 
from the beginning. There less dan- 
ger malignant change multiple 
nodular goiters than the solitary 
nodules. intracystic papillary adeno- 
carcinomas, which are very slow grow- 
ing and metastasize only the lymph 
glands, these glands should removed 
with the thyroid. malignant ade- 
noma, radical lymph-node dissection 
the neck not necessary. often 
difficult decide when nodule 
solitary. subtotal thyroidectomy 
performed for multinodular goiter, car- 
cinoma may possibly develop even 
none was present the time the 
original operation. Given patient 
with solitary nodule the thyroid, 
especially children, young adults, 
men, the pathological examination 
much more apt show apparently 
benign adenoma, adenoma with evi- 
dence early malignant changes, 
overt cancer than the case 
diffusely nodular glands. Certain pa- 
tients who have carcinoma the thy- 
roid are suitable candidates for inten- 
sive treatment with radioactive iodine. 
Radioiodine has not been very success- 
ful determining whether metas- 
tasis thyroid carcinoma. When radio- 
iodine used for thyroid cancer, 
necessary induce the thyroid cancer 
take the radioiodine. This ac- 
complished the administration 
pituitary thyrotropic hormone, thio- 
uracil, propylthiouracyl for period 
and then withdrawing and adminis- 
tering radioiodine. 


Rose, E., Moderator: Panel Discussion: Thyroid. 
Maryland M. J. 1:224-249, May, 1952. 


Triethylenemelamine 
Cancer Treatment 


Triethylenemelamine effective 
when given orally, inexpensive, and 
does not produce the severe nausea and 
vomiting venous thromboses that 
sometimes 
tard therapy. the basis results 
134 patients treated with orally admin- 
istered triethylenemelamine during 
period eighteen months, con- 
cluded that triethylenemelamine 
important chemotherapeutic agent 
the treatment cancer, particularly 
Hodgkin’s disease, malignant lym- 
phoma, chronic lymphocytic leukemia, 
lymphoepithelioma the nasopharynx, 
and papillary cystadenocarcinoma 
the ovary. has proved advan- 
tageous conjunction with local roent- 
gen-ray therapy and cases which 
whole-body irradiation have 
been used. Triethylenemelamine may 
the treatment choice chronic 
lymphocytic leukemia, especially pa- 
tients with leukemic infiltration re- 
placement the bone marrow. There 
variation from patient patient 
the effective oral dose but the drug can 
used without undue risk. suit- 
able for sustained treatment and does 
not cause cumulative damage nor- 
mal tissues. Its effects resemble those 
nitrogen mustard experimental 
tumors and leukemia mice. 


Rundles, R. W., and Barton, W. B.: Triethylene- 
melamine in treatment of neoplastic disease. 
Blood 7 :483-507, May, 1952. 


Steroids Breast Cancer 


Because the effect estrogens 
cancer, sterilization young women 
with breast cancer definitely advo- 
cated. Pelvic roentgen-ray radiation 
has favorable general effect the 
body and helps heal and inhibit the 
formation skeletal metastases. 
fifty patients with advanced breast car- 
cinoma who received steroids, twenty- 
six showed subjective improvement 
(increased sense well-being, marked 
relief from pain, and/or lessening 
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the complaints referable the disease) 
and twelve showed objective improve- 
ment (recalcification bony lesions 
regression soft-tissue lesions). Estro- 
gens were used cases which showed 
subjective improvement and these 
two showed objective improvement 
also. the fifty women treated with 
androgens, three were also treated with 
estrogens. The majority received testos- 
terone propionate. 100 mg. three times 
week. Concurrent roentgen-ray thera- 
has had markedly beneficial effect 
particularly the presence metas- 
tases the long bones weight-bear- 
ing areas. believed that steroids 
have increased the length life 
patients who showed definite objec- 
tive response combined steroid and 
roentgen-ray therapy. Treatment was 
administered series continuous 
injections which were then discon- 
tinued until evidence improvement 
ceased and extension the cancer oc- 
curred. 


Rosh, R., and Green, G. G.: Steroids in cancer 
of the breast. Radiology 57:837-844, Dec., 1951. 


Diagnosis Gastric Cancer 


When should the abrasive gastric- 
balloon test used diagnostic 
screening test? recommended when 
the patient shows: (1) early symptoms 
and signs cancer, (2) achlorhydria, 
(3) questionable defects observed 
gastrointestinal series, (4) suspicious 
mucosal lesions gastroscopic exam- 
ination. The abrasive balloon may 
passed into the stomach for cytological 
diagnosis just easily stomach 
tube can inserted through the nose 
for gastric analysis. Normal gastric 
mucosa resists mechanical exfoliation; 
hence the particles mucoid cellular 
material obtained through the balloon 
technique represent for the most part 
abnormal shedding tissue. 
intestinal series and gastroscopic ex- 
amination may secured more 
definite localization the lesion within 
the stomach thought necessary. The 
abrasive balloon test rapid and re- 


liable. The quantity and quality cells 
from the stomach and esophagus ob- 
tained this technique are sufficient 
minimize the number false-nega- 
tive and false-positive results reported 
prior development the balloon 
technique. Untoward effects have not 
been encountered, although its use 
being avoided the presence active 
gastrointestinal hemorrhage, known 
esophageal varices obstruction, 
postoperatively cases gastric re- 
section. The apparatus and procedure 
for the abrasive gastric-balloon test are 
described detail. 

Panico, G.: Improved abrasive balloon for 


diagnosis of gastric cancer. J. A. M. A. 149:1447- 
1449, Aug. 16, 1952. 


Multiple Primary Cancer 


The occurrence one, two, three 
primary cancers not necessarily 
contraindication radical treatment 
for each cancer. course, the appear- 
ance each new cancer capable 
metastasizing lessens the likelihood 
survival. There were fifteen instances 
among 618 cases carcinoma the 
female genitals observed over ten- 
year period which there were two 
more separate primary malignant tu- 
mors—an incidence 2.4 per cent. 
There were two triple primary cancers 
(breast, sigmoid, and cervix; colon, 
ovary, and uterus). six instances the 
cancer the female genitals occurred 
less than six months following detec- 
tion the first cancer and nine cases 
the second primary cancer appeared 
after six months from the time the first 
primary cancer was treated. recom- 
mended that complete and careful 
pelvic examination carried out 
every female patient with cancer, re- 
gardless its site. cases with posi- 
tive findings pelvic examination 
suggestive history pelvic pathology, 
diagnostic curettage and biopsy the 
cervix are indicated. Cytological study 
must considered useful adjunct 
diagnosis. The ages the patients 
ranged from years, the young- 
est patient having adenocarcinoma 
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the rectum and papillary carci- 
noma the right ovary, and the oldest 
patient having adenocarcinoma 
the colon and adenocarcinoma 
the fundus. The ultimate prognosis de- 
pends not the multiplicity the 
cancers but the extent the dis- 
ease and the method treatment. Six 
patients are living and well, free me- 
tastasis. One living with metastasis, 
while eight have died their disease 
(four the latter had treatment 
because the advanced stage the 
disease the time diagnosis). 

Marrangoni, A. G., and McKenna, R.: Multiple 
cancer, primary in the female genitals and other 


Am, J. Obst. & Gynec. 63:660-663, March, 
952. 


Cancer the Cecum 


Why the tragic delay diagnosis 
cancer the cecum? Because delay 
diagnosis, only sixty-nine patients 
group 122 proved cases cancer 
the cecum were considered suitable 
for curative surgical procedures. The 
cancer per cent was too far ad- 
vanced when finally diagnosed 
treated curatively. obvious that 
future improvements results with 
cancer the cecum must depend 
chiefly earlier recognition and surgi- 
cal intervention and more radical sur- 
gical attack. Delays diagnosis the 
present series cases were due al- 
most every instance lack sus- 
picion, because (1) the chief symptom 


was not related the gastrointesti- 
nal system; (2) intestinal symptoms 
though present were not considered 
significant; (3) the symptoms were 
upper abdominal upper intestinal 
and the colon was not examined; (4) 
the right lower abdominal quadrant 
was primarily involved and the find- 
ings were mistakenly thought in- 
dicative appendiceal obstruction, the 
commonest pathological lesion that 
area, and (5) the patient was deemed 
too young have cancer the 
colon. Patients with unexplained ane- 
mia, abdominal pain any type, in- 
testinal symptoms, right lower- 
quadrant mass should carefully ex- 
amined for early recognition cancer 
the cecum. After diagnosis has 
been tentatively made, any acceptable 
treatment must directed toward con- 
firmation the diagnosis and followed 
either radical removal the cancer 
palliative measures for the relief 
symptoms. All but the most ob- 
viously incurable cancers should 
attacked surgically with the hope 
cure. Many cancers considered inoper- 
able only ten fifteen years ago would 
fall into resectable category today. 
Operative mortality was lowest those 
patients who had obstruction the 
time operation, that right colec- 
tomy and primary anastomosis could 
performed. 


Costello, C.: Cancer of the cecum. Cancer 5:254- 
258, March, 1952. 


St. Peregrinus Laziosi (1260-1345, canonized 1726) spent very worldly youth 
Forli. During popular revolt struck St. Philip Benizi the face. Philip 
meekly turned the other cheek, which converted Peregrinus the spot and 
joined the Servites Siena. patron saint invoked against cancer because 
was instantaneously cured foot cancer following vision. 
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What Tell the Cancer Patient 


This subject has perplexed physi- 
cians and relatives the doomed pa- 
tient throughout the years. When there 
possibility cancer the patient 
should told enough make him 
willing submit specialized exam- 
ination and/or biopsy. nonspecific 
recommendation does not produce the 
patient’s consent, should told that 
additional examinations are advisable. 
cancer has been diagnosed the pa- 
tient should told the facts exactly 
they have been determined. 
handling any illness, each case must 
individualized. Fear should avoided 
much possible. There great 
cians and laymen cases which 
has been determined that the cancer 
incurable, moral and ethical re- 
sponsibility acquaint the patient with 
the true situation head the 
household has other serious respon- 
sibilities. patient has not been in- 
formed the beginning the true 
hopelessness his condition, will 
eventually reach clinical state that 
himself recognizes fatal. real- 
izes that incurable and doubt and 
fear may more devastating than 
true knowledge the facts. the pa- 
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tient does not ask for detailed informa- 
tion best hint the truth. For 
aggressive patients probably better 
furnish honest answers limited 
scale and leave some lingering doubt. 
Some patients want know the whole 
truth and feel better when they know 
the complete story. 


Anon.: What should a patient with malignancy be 
told? (Editorial.) J. Indiana M.A. 45:308-309, 
April, 1952. 


Home Care Cancer Patients 


the patient better off his home 
when the necessary care can given 
there? What makes the home the most 
desirable place for care the patient 
with long-term illness? desirable 
aspect home care that pos- 
sible individualize the care. 
The patient needs adequate diet, 
which must adapted his individ- 
ual needs. Good bedside care very 
satisfying the patient. Physical ther- 
apy often important part nurs- 
ing care order prevent crippling 
restore muscle function. The con- 
trol infection cancer usually re- 
sults improved physical condition 
—improved appetite, improved sleep, 
less pain, etc. important that the 
patient and family taught take 
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over all the aspects care that 
they can safely assume. One the 
most important functions the nurse 
teach and this can best done 
the bedside while giving care. When 
adequate medical and nursing care can 
given home and there are con- 
traindications, patients usually are 
much happier home. Student prac- 
tical nurses have been given basic train- 
ing giving them experience the 
home care chronically ill patients. 
Emotional problems are important 
problems physical care. Fear 
pain death the resent- 
ment over his illness may expressed 
open hostility and rebelliousness 
the nurse and the family. Teamwork 
with all who are concerned with the 
patient’s care especially important. 
the patient does not know has 
cancer may complicate the situation 
for the nurse. some homes the pa- 
tient rejected neglected because 
believed that cancer communica- 
ble. Patient, persistent teaching usually 
corrects the misinformation. the 
cancer patient cannot afford full- 
part-time Visiting Nurse Association 
care, nursing service may supplied 
without cost. The large loan closet 
also helpful making the patient 
more comfortable and the care easier. 
very important for the nurse 
give care until the strength re- 
turns until makes psychological 
adjustment his illness. 


Edman, H.: Home care of cancer patients: nurs- 
ing problems. J. Michigan M. Soc. 51:471-476, 
April, 1952. 


Community Home Care 


Montefiore Hospital, New York 
City, January, 1947, initiated pro- 
gram community home care 
chronic patients, including those with 
cancer, with the objective relieving 
hospital beds for acute illness. the 
several years operation this program 
has been found entirely 
practical way providing clinical, 
nursing, laboratory, housekeeping, oc- 


cupational-therapy, dietotherapy, phys- 
ical-therapy, roentgen-ray and social- 
welfare services cancer patients 
their own homes, thus making avail- 
able more hospital beds for patients 
with acute illness. The initial statistical 
study preceding initiation this pro- 
gram disclosed that more than twenty- 
three million Americans are suffering 
from long-term illnesses, and that 
million and half these are perma- 
nently disabled. These figures indicate 
the necessity for development 
home-care program. 

During 1948 the total cost this 
home-care program per patient-day 
was $2.88 and interesting note 
that the excellence and completeness 
the service were beyond that pos- 
sible the hospital—regardless 
comparative cost. 

Cherkasky, M., and Randall, M. G.: A commu- 


nity home care program. Am. J. Nursing 49:650- 
652, Oct., 1949. 


Palliation Inoperable Cancer 


certain forms cancer palliative 
results are sometimes dramatic. This 
has led the realization that the in- 
ternist plays important role the 
management cancer. must co- 
operate with the surgeon evaluating 
the patient for operation. must aid 
the patient’s postoperative care and 
convalescence and what can with 
all modern available agents attempt 
control palliate those cases can- 
cer not amenable direct surgical at- 
tack. The two important, currently 
employed, therapeutic agents against 
inoperable cancer are radiation and 
chemotherapy. 

the treatment advanced cancer 
the breast, temporary palliation may 
obtained some cases from the 
use synthetic androgens and estro- 
gens. Androgens seemed give relief 
pain from osseous metastases more 
often. patients well beyond the 
menopause, estrogens may fairly 
effective producing regressions 
soft-part lesions. There may also dis- 


tinctly undesirable side effects sex- 
hormone therapy. Orchiectomy may 
have definite palliative value cancer 
the male breast. 

Trials progesterone indicate that 
may effective some degree 
palliation prostatic cancer. metas- 
tases have not yet occurred, orchiec- 
tomy alone and estrogen therapy alone 
seem have about equal value, and 
combination the two produces 
greater survival percentage. metas- 
tases have occurred, orchiectomy alone 
seems more effective than estrogens 
alone. some cases total adrenalec- 
tomy following orchiectomy has re- 
sulted distinct improvement ad- 
vanced prostatic carcinoma, terms 
decrease pain, gain weight, and 
rehabilitation the patient. 

Well-planned, adequate roentgen-ray 
radiation may bring about definite sub- 
jective and objective improvements 
many instances bronchogenic carci- 
noma. some cases inoperable can- 
cer the lung the intravenous injec- 
tion HN2 may bring about partial 
regression pulmonary and metas- 
tatic lesions and absorption pleural 
effusions. 

Radioactive iodine has pro- 
duced remarkable palliative effects 
some cases thyroid cancer, although 
evidence curability dissemi- 
nated thyroid cancer means radio- 
active iodine has appeared. 

There seems now good reason 
believe that Hodgkin’s disease and 
lymphosarcoma many instances be- 
gin single focus. the disease 
still localized one region, aggressive 
local therapy advocated means 
cases radical surgery. The need for 
early diagnosis more and more ap- 
parent. Newer agents for the treatment 
these diseases include the radio- 
active isotopes, particularly the 
nitrogen mustards, nitrogen mustard 
analogues such triethylenemelamine, 
urethane, the folic acid antagonists and 
hormonal agents such ACTH and 
cortisone. The antifolics have revolu- 


tionized the treatment acute leu- 
kemia children. ACTH cortisone 
may cause some temporary partial re- 
mission chronic lymphatic leukemia, 
coma, certain acute leukemias, and 
plasma-cell myeloma adults. 

believed that the progress that 
has been made several areas par- 
tial and temporary control cancer 
amply justifies persistent and intensive 
efforts discover the fundamental ab- 
normality abnormalities that pro- 
duce cancer. 


Craver, L. F.: Recent advances in treatment of 
inoperable cancer; the L. Duncan Bukley lecture. 
New York Acad. Med. 28:385-407, June, 


Cancer Patient Care 


What the best method man- 
aging the chronically ill patient with 
cancer? There are three important ob- 
jectives service program which 
aims assist the patient with advanced 
cancer: utilization full community 
resources state and county cancer 
service activities; assistance present 
institutions the establishment can- 
cer clinics and cancer diagnostic clinics; 
and the development co-operation 
with physicians more comprehen- 
sive program home care. 

provide the beds the present hos- 
pitals rather than provide one bed 
the general hospital and one bed 
terminal-care hospital distance. 
some instances program home 
care can offered financial subsidy 
through the hospital voluntary 
agency. The way achieve individ- 
ualization the care the patient 
often within his family circle. One 
the greatest needs patient care today 
the solution the nursing problem. 
Patients with long-term illness, well 
their families, have mental and 
physical needs that public health 
nurse can help them meet. Through 
assignment cases requiring great 
amount nursing care student 
practical nurses, the professional nurse 
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available see and give attention 
medical, dental, dietary, recreational, 
and vocational needs the patient and 
other members the household. 
The patient who suited for home 
care much better cared for than 
could any hospital regardless 
the relative cost. Many patients for- 
merly regarded terminal can 
treated newer methods and rehabili- 
tated. 


Nelson, M.: Care the cancer patient. 
Michigan M. Soc. 51:209-210, Feb., 1952. 


Psychiatry and the Cancer Patient 


Generally speaking was noted that 
patients and their medical attendants 
seemed display greater concern 
the organic system involved the can- 
cer was one greatly charged with emo- 
tional energy such the brain, the eye, 
the sexual organs. Various techniques 
for dealing with special problems in- 
clude morphine for pain, electroshock 
for depression, occupational therapy 
outlet for emotional energies. 
Cancer seems disintegrate the per- 
nounced conflicts such guilt, rage, 
hate, and self-condemnation emerge 
full force. There individual way 
responding illness such cancer. 

all instances, the psychological 
problem seemed consist two 
parts: (1) mental disequilibrium the 
patient brought apparently the 
knowledge having cancer; (2) the 
attempts stabilize this dis- 
equilibrium regression depres- 
sive state, assuming passivity, blaming 
others, turning religion. The ques- 
tion also arises concerning whether 
not the patient should told has 
cancer and, so, when. The answer 
this question will depend the indi- 
vidual character each patient. The 
physician must respect his in- 
dividuality, his illness, his symptoms, 
his hostility and his grievances. many 
instances, the attitude the medical 


attendant potent factor medi- 
cal therapy the prescribed medical 
surgical treatment. The same re- 
spect should accorded the cancer 
patient’s psychological problems 
given the tumor. 


Sadler, H.: Home care of cancer patients: psy- 
chiatric problems. J. Michigan M. Soc. 51:469- 
470; 476, April, 1952. 


Chemotherapy Cancer 


study was made the effect 
tissue cultures certain cytotoxic 
compounds used for the chemotherapy 
cancer, either taking photomi- 
crographs the living cultures 
microscopic examination cultures 
which had been fixed predetermined 
times. The cytotoxic compounds are 
divided into three main groups: (1) 
specific mitotic poisons, (2) agents 
with unspecific cytotoxic effect, and 
(3) agents with radiomimetic effect. 
Colchicine typical the first group 
chemotherapeutic agents that pre- 
vent the chromosomes from moving 
toward the equator the cell that 
mitosis arrested early stage 
metaphase. The chromosomes be- 
come pyknotic and the cell disinte- 
grates. The substances the second 
group, which contains urethane and 
arsenicals, also cause pyknotic changes 
the chromosomes and arrest mitosis 
the metaphase. Unlike colchicine 
they not prevent the formation 
the spindle. The nitrogen mustards fall 
into the third group, agents with 
radiomimetic effect. They affect cells 
the resting phase, whereas substances 
the first two groups exert their in- 
jurious effect dividing cells. Nitro- 
gen mustards not injure cells that 
are dividing the time administra- 
tion. The permanent effects the ni- 
trogen mustards include: (1) gene 
mutations, (2) changes the chromo- 
somal structure, and (3) polarization 
disturbances. 


Bastrup-Madsen, P.: Action of some antineoplas- 
tic chemotherapeutical agents on cell division. 
Acta radiol. 36:452-460, Dec., 1951., 


Problems the Management 


Patients with Advanced Cancer 
Herta Spencer, M.D., and Daniel Laszlo, M.D. 


The awareness the rising inci- 
dence cancer the past decades has 
focused attention upon the vastness 
all phases this disease. Intensive re- 
search programs are being encouraged. 
Improvements therapeutic measures 
aim better results. More radical ap- 
proaches surgery are advocated; 
high voltage roentgen-ray apparatus 
can deliver more radiation the tu- 
mor with less side reaction; radioiso- 
topic, chemotherapeutic, and hormo- 
nal treatment have been added the 
equipment the management can- 
cer. How can the patient derive the 
maximum benefit from all these spec- 
ialized methods treatment? Only 
the close co-ordination all the tal- 
ents TEAM the general prac- 
titioner, internist, surgeon, radiother- 
apist, and research worker can best re- 
sults obtained. Until recently, the 
general physician has been only jun- 
ior member this group. Yet, the 
medical problems all the phases, es- 
pecially the phase considered 
“terminal,” “advanced,” “incurable” 
are diverse that more active partici- 
pation his part highly desirable. 

This communication deals with prob- 
lems management patients with 
advanced cancer; the preventive, diag- 
nostic, and curative phases are not be- 
ing considered here. 


Can Some Patients with 
“Advanced” Cancer Salvaged? 


The number patients salvageable 
from the large group “incurables” 
probably small but certainly not insig- 
nificant. 

Number Patients Surgery 
Has Been Refused Because Irresecta- 
bility the Tumor Local Spread. 
Operability cannot defined abso- 
lute terms and depends great ex- 


tent the technical skill the sur- 
geon. Tumors may considered in- 
operable one surgeon and may 
readily resectable another. would 
not difficult illustrate this point 
case reports refused resection that 
had been subsequently carried out suc- 
cessfully months years later. Fur- 
thermore not unusual find en- 
larged, inflammatory lymph nodes 
proximity the neoplasm that may 
mistaken for regional metastases. Local 
spread the tumor should accepted 
only proved microscopically. 

Surgery Refused Because Metas- 
tases. The erroneous diagnosis ad- 
vanced metastatic cancer may 
avoided critical evaluation the 
presenting signs and symptoms and 
correct interpretation diagnostic 
procedures. not difficult con- 
ceive that manifestations caused dis- 
eases other than the neoplasm may 
mistaken for metastases. Central nerv- 
ous manifestations, roentgen-ray evi- 
dence soft-tissue shadows changes 
the osseous system such trans- 
lucencies compression fractures may 
well due diseases unrelated 
the neoplasm. Radical surgery should 
not refused the basis metas- 
tases unless their presence 
proved. 

The Diagnosis Advanced Cancer 
Made the Absence Cancer. 
series cases have been previously 
described which the diagnosis ad- 
vanced cancer was made 
Such misinterpretations led major 
errors management. They were 
mainly attributable the omission 
important diagnostic procedures and 
reliance impressions gained gross 
inspection operations rather than 
microscopic examination. Diverticulitis 
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mistaken for cancer the colon, per- 
nicious anemia for cancer the stom- 
ach, interlobar empyema for cancer 
the lung, pyohydronephrosis for in- 
operable retroperitoneal tumor are but 
few examples mistaken diagnoses. 
Even the “terminal stage 
critically all the evidence upon which 
the original diagnosis was based. 

Advantages Removal the Pri- 
mary Tumor Spite Metastases. 
Surgical removal the primary tumor 
times desirable even the pres- 
ence local extension distant 
metastases; complications such 
bleeding, infection, fistulous-tract for- 
mation, compression vital struc- 
tures may corrected avoided. 
Should the tumor not resectable, 
palliative surgical procedures should 
considered the time exploration. 
This might obviate second operation 
later and will yield better palliation. 

Medical Contraindications Sur- 
gery. The advances pre- and post- 
operative care, the improvement 
surgical techniques and anesthesia 
have considerably widened the field for 
surgical indications even for old, de- 
bilitated patients. The growth rate 
tumors elderly people usually 
slow. However, one can accurately 
predict the growth rate and the poten- 
tial complications that may arise any 
one patient. Therefore, the surgical re- 
moval the tumor should the aim 
any age. The evaluation the physi- 
ological age and the general condi- 
tion the patient are great im- 
portance deciding upon surgical 
intervention. The presence compli- 
cating cardiovascular, renal, endo- 
crine disease are rare instances con- 
traindications surgery. 


Postoperative Follow-Up 


Because the high incidence lo- 
cal distant metastases the first 
postoperative year, the patient should 
examined frequently during this pe- 
riod; later, asymptomatic, least 


twice year. Local recurrences 
lymph-node spread amenable sur- 
gery may thus detected. The “second 
look” explorations following surgical 
intervention for abdominal neoplasms 
are advocated patients who are ap- 
parently free disease. occasion- 
case, successive surgical 
the removal single metastatic le- 
sions' may afford considerable pro- 
longation life and comfort. the 
follow-up examinations such pa- 
tients medical conditions entirely unre- 
lated cancer may discovered. 
interpret non-neoplastic conditions 
recurrent tumors serious conse- 
quence. one better qualified 
assist the diagnosis and treatment 
such complications than the family 
physician internist. 


Problems the Management 
Patients with Known Metastases 


There real danger that the phy- 
sician will lose interest the patient 
whom cannot cure. This would 
unfortunate, since would deprive the 
patient adequate medical care and 
thereby influence unfavorably the 
course illness. The patient may then 
forced into the hands persons not 
qualified offer proper medical care. 
Yet, patients with advanced cancer re- 
quire much medical attention 
those afflicted with other chronic dis- 
ease. 

Should the Patient Told His Di- 
agnosis and Prognosis? This very 
controversial topic and fixed answer 
applicable all However, 
seems that the physician 
sponsible members the family can 
bear the burden the diagnosis and 
prognosis better than the patient. The 
fear associated with this disease the 
minds the public sometimes 
great that acute depressions and sui- 
cidal attempts have followed the dis- 
closure such Further- 
more, there seems apparent advan- 
tage the patient burdening him 
with this knowledge. the symptoms 


are explained him terms other 
than cancer and concise plan man- 
agement offered, difficulties are rarely 
encountered. 

How Long Can Patient with Ad- 
vanced Cancer Live? The common be- 
lief that patient with metastases can 
only live “another few months” 
error. Wide fluctuations the course 
the disease, with spontaneous re- 
missions long duration have been 
known occur. Advanced cancer 
sometimes compatible with 
normal life many years 
difficult predict the duration 
life the degree disability for 
any One patient, safer not prog- 
nosticate. 

Palliative Treatment with Radio- 
therapy and Radioisotopes. The pallia- 
tive value radiotherapy the treat- 
ment advanced cancer well es- 
tablished. Tumors encroaching upon 
vital structures causing pain, obstruc- 
tion, and other symptoms can re- 
duced size. Bone pain can re- 
lieved and bone destruction partly re- 
paired radiotherapy. While the great 
value radioisotopes cancer re- 
search well established their useful- 
ness therapy still limited. Radio- 
iodine useful the diagnosis and 
treatment cancer the thyroid. 
Subjective improvement, long remis- 
sions, and partial regression metas- 
tases have been 
palliative treatment mainly certain 
types malignant lymphoma and leu- 
kemia. Radiocobalt, applied topical- 
high-voltage energy large units, 
seems have great therapeutic poten- 
The intracavitary application 
radioactive isotopes such 
and for the treatment ef- 
fusion caused cancer has been sug- 
gested recently. 

Palliative Treatment Surgery. The 
value surgical palliation patients 
with advanced cancer well known. 
Yet physicians are often reluctant 
use this modality palliation. This 


may part due the fact that the 
results are poor such procedures are 
carried out late even the last 
Stages the disease. Operations re- 
lieve intestinal, biliary, urinary-tract 
spinal cord and paraplegias are great 
palliative value. The correction such 
derangements surgical measures has 
often resulted remarkable improve- 
ment. 

Hormones and Chemotherapy. 
comprehensive evaluation the vari- 
ous hormonal and chemotherapeutic 
agents the palliative treatment ad- 
vanced cancer far beyond the scope 
this article. However, the beneficial 
effects estrogenic therapy and 
castration prostatic cancer are brief- 
mentioned. Disappearance bone 
pain, restitution well-being, and re- 
habilitation normal useful life for 
many years have been frequently ob- 
Even paraplegia, rare com- 
plication caused metastases car- 
cinoma the prostate, was seen 
recede following such treatment.* An- 
drogens and estrogens are used the 
palliative treatment metastatic breast 
carcinoma. Subjective signs im- 
provement are more often seen than 
actual recession cancerous 
The beneficial effects these hor- 
mones may part due im- 
provement the metabolism de- 
bilitated patients, promoting formation 
tissue proteins and bone.'* This 
other chronically ill patients. Wheth- 
life can actually prolonged the 
use these hormones yet not 
clear. Side reactions accompany this 
treatment; the most serious one hy- 
percalcemia, which probably due 
acceleration tumor growth within 
bone. The recognition the hypercal- 
cemia syndrome often 
Increase bone pain, nausea, vomit- 
ing, and drowsiness are important 
warning signals. Therefore, the judi- 
cious use these agents, careful clini- 
cal observation, and frequent 
nations serum and urinary calcium 
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are advocated. Nitrogen mustard and 
its derivatives, folic acid antagonists, 
urethane, ACTH, and cortisone are 
used mainly the palliative treatment 
lymphomatous disease. 


Supportive Measures 


Nutrition and Hydration. 
tion, weight loss, cachexia, and mul- 
tiple vitamin deficiencies are often 
seen patients with advanced cancer. 
Anorexia, the main limiting factor 
maintaining and attaining good nu- 
tritional state, frequently difficult 
overcome. Small, frequent feedings— 
taking the food habits the patient 
into consideration—together with pro- 
tein supplementation and parenteral 
vitamin administration may provide 
the necessary nutritional requirements. 
Inadequate fluid intake fluid loss 
should promptly corrected and 
thereby complications dehydration 
and electrolyte imbalance prevented. 

Ambulation. The ill effects pro- 
longed bed rest upon circulation, nu- 
trition, and bone metabolism are well 
known and constitute additional haz- 
ards for the cancer patient. Osteoporo- 
sis caused prolonged immobilization 
with increased tendency patho- 
logical fractures and the toxic mani- 
festations hypercalcemia are some 
the sequelae prolonged bed rest. 
Therefore, ambulation should en- 
couraged. Orthopedic support and pro- 
phylactic therapeutic surgical meas- 
ures prevent repair fractures 
are advocated, necessary, for am- 
Fractures were observed 
more often immobilized patients 
with metastatic bone disease than 
those who were carefully ambulated. 

Pain Medication. Contrary the 
common belief, pain not invariably 
associated with advanced cancer and 
pain medication not treatment for 
cancer. Anxiety and fear are often mis- 
taken for pain and are treated with 
analgesics. Reassurance, good pa- 
tient-physician relationship, and defi- 
nite, unhesitating plan treatment 


are great psychological value. Some 
the serious complications observed 
cancer patients are sequelae the 
injudicious use pain medication. The 
increased sensitivity old and de- 
bilitated patients the depressant 
action opiates, frequently results 
drowsiness, dehydration, decreased 
food intake, disturbance bowel func- 
tion, retention urine, gastrointestinal 
irritation, and nausea and vomiting 
leading electrolyte and fluid imbal- 
ance. Reduction the dose com- 
plete discontinuation analgesics, 
proper hydration, and restoration 
electrolyte balance can result 
prompt relief and may change dying 
patient alert, comfortable person. 

survey conducted this hos- 
pital was found that more than 
per cent patients with advanced 
cancer were not need 
Therefore, trial placebo medica- 
tion (oral and parenteral) suggested. 
effective, the undesirable side 
effects analgesics are obviated. 
Should ineffective, the weakest 
analgesic should tried first. Topical 
applications anesthetics nerve 
block are often helpful. Neurosurgical 
procedures such posterior root re- 
section, chordotomy, prefrontal lo- 
botomy are rarely necessary for the 
relief pain cancer patients. 

Can Terminal Cancer Patients 
Best Cared for Hospital, Home, 
Institution for Incurables? 
Whether patient the terminal phase 
his illness can best treated 
home should enter hospital, de- 
pends mainly his need for special- 
ized facilities—only available mod- 
ern well-equipped hospitals. such 
facilities are not needed, and the so- 
cial conditions and environment the 
home are satisfactory, good medical 
care can given the patient’s home. 
This has been demonstrated conclu- 
sively the Home Care program, in- 
stituted this hospital 1947. Many 
diagnostic and therapeutic procedures, 
previously done only hospitals, are 
now performed the patient’s home 
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the physician, aided the visiting 
nurse. Members the family gladly 
assist the nursing care and the 
administration certain medications.* 
Institutions for incurables nursing 
homes are usually inadequate substi- 
tutes for good home hospital care. 

Noncancerous Conditions Cancer 
Patients. Noncancerous diseases occur 
often cancer patients the 
general population. For instance, 
analysis postmortem findings pa- 
tients who died cancer the Chi- 
cago area disclosed that per 
cent had other diseases addition 
The recognition non-neo- 
plastic diseases patients who once 
had still have cancer difficult and 
presents challenge that can met 
best the family physician and in- 
ternist. For example, congestive heart 
failure, pneumonitis, jaundice caused 
gallstones hepatitis, peritonitis, 
intestinal obstruction often mis- 
taken for progression the neoplasm. 


Failure recognize such unrelated 
diseases leads omission proper 
treatment. 


Summary 


Patients with advanced cancer pre- 
sent multitude problems, some 
related to, and some independent of, 
the underlying disease. Although the 
methods that are available today are 
rather limited cope with the com- 
plexity this problem, their early and 
full use can achieve fair palliative re- 
sults. Much will depend upon the at- 
titude the physician toward the pa- 
tient who suffers from incurable 
disease. more positive attitude and 
more active participation and integra- 
tion the family physician and in- 
ternist into team will determine 
great degree the amount success. 
The aim this article emphasize 
today’s possibilities with the hope that 
tomorrow will bring more effective 
weapons. 
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Managing the Emotional Problems 
the Cancer Patient 


Jacob Finesinger, M.D.,* Harley Shands, M.D., 
and Ruth Abrams, M.S. 


There are some aspects the man- 
agement and treatment patients with 
cancer that are often lost sight under 
the pressure our busy lives doc- 
tors. Since they relate primarily emo- 
tional and interpersonal factors 
chronic disease, these matters would 
appear within the province the 
psychiatrist. But the practice com- 
prehensive medicine they are and must 
dealt with great measure, not 
exclusively, the surgeon and the in- 
ternist. our knowledge, there 
well-grounded evidence show that 
emotional factors play role the pro- 
duction neoplasms. Yet the area 
effective therapy cancer can 
expect emotional factors impor- 
tant. Results accumulating from stud- 
ies other illnesses offer strong evi- 
dence that emotional conflicts can 
block hinder therapy and that these 
conflicts must taken into account 
the doctor his efforts help patients 
utilize the best available methods 
treatment. our impression that this 
will found apply also patients 
with cancer. this disease effective 
Delay coming for treat- 
ment the rejection treatment for 
emotional reasons, may make impos- 
sible for many patient avail him- 
self whatever treatment available. 

The job the doctor also includes 
the alleviation and control the dis- 
tress and suffering the patient and 
his family. Unfortunately the distress 
the cancer patient affects his physi- 
cian his surgeon, with the tragic re- 
sult that the doctor tends avoid the 
patient, even while doing his best 
modify the course the disease. This 
avoidance compounds the patient’s dis- 
tress and often interpreted him 


rejection the doctor. believe that 
this problem medical care cancer 
not insurmountable, and 
largely resolved through analysis and 
study. This impression being con- 
firmed the course study which 
has been progress the Massachu- 
setts General Hospital. this study 
emotional factors involved the care 
series well over sixty cancer pa- 
tients have been investigated. 

The Study. The material forming the 
basis the study was gathered the 
psychiatrist and social worker nu- 
merous interviews group more 
than sixty unselected patients the 
Tumor Clinic and the Medical and 
Surgical Services the Massachusetts 
General Hospital. this series 
worker, twelve had chronic nonmalig- 
nant tumors which just over one- 
third represented tumors the breast. 
Twenty-eight the cases were first 
seen before the diagnosis had been es- 
tablished and repeated interviews 
during treatment, and 
cases were followed. her interviews, 
the social worker avoided intensive 
probing, but gave the patients chance 
talk. many cases she also inter- 
viewed the families. eleven the 
cases, the emotional problems were ex- 
plored more intensively the psychia- 
trist. Usually the patient’s treatment 
was planned single internist 
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surgeon whom the patient saw the 
first clinic appointment. 

The purpose this survey was 
appraise the personality and emotional 
difficulties confronting patients with 
cancer various types various parts 
the body. was our plan study 
the emotional factors operating the 
treatment these patients, and de- 
termine how these factors can con- 
trolled enable the patient utilize 
the best available care. hoped that 
the study would throw light the atti- 
tudes patients and doctors cancer 
and the special factors that charac- 
terize the doctor-patient relation 
cancer. 

This study offers striking evidence 
the concern that the patients felt about 
their illness. This information was read- 
ily elicited often the very first inter- 
view. Special probing for this informa- 
tion was not needed. The con- 
cern was shown the expression 
emotions: fear almost every case; 
guilt, “It fault have cancer; 
must have done something wrong,” 
about two thirds the patients; and 
feelings inferiority. was impressive 
how many the patients indicated 
the interview that they were preoccu- 
pied with the idea cancer. Forty 
the patients, the first interview, used 
the word directly connection with 
the possible implication their symp- 
toms, and eleven others referred can- 
cer indirectly having caused the 
death friend spoke their 
symptoms indicating possibly dan- 
gerous tumor. Some these patients 
had not yet been definitely diagnosed. 
Upon subsequent interview, when diag- 
nosis had been established, least 
fifty indicated that they knew they had 
cancer and used the word describ- 
ing the symptoms for which they had 
treatment. 

spite these obviously expressed 
fears and ideas, the behavior least 
two thirds the cases showed clear 
evidence avoiding facing their prob- 
This reaction was 
seen the periods delay from 


one month more than five years that 
occurred between awareness their 
symptoms and appearing for medical 
help more than one third the 
cases. few (five patients) actually de- 
nied that they had cancer, attributing 
their symptoms other causes. Many 
others (twenty-six) denied the gravity 
their situation displaying un- 
natural lack concern: “It doesn’t 
bother me.” have pain.” Thus, 
the same patients fear and denial were 
seen, indicating conflict. 

the interviews, the patients re- 
ferred “my doctor,” which they 
usually meant the physician surgeon 
with whom they had had their first 
clinic appointment. Thirty-eight the 
patients were seen regularly four- 
teen doctors; although they referred 
their doctors with respect, and with 
somewhat unrealistic feeling the 
doctor’s omnipotence, they never re- 
ferred their doctors understanding 
their problems. They were aware that 
their doctors were busy men, idea 
that was reinforced the nurses. 
few these patients expressed the feel- 
ing that they were imposing the doc- 
tor coming him with symptoms 
that might trivial. They stated that 
their doctors did not discuss their diag- 
noses with them. There was evidence 
this group that the doctors some- 
times had trouble getting their pa- 
tients undertake treatment, even 
though they spent considerable time 
urging their patients so. This 
group seemed need the social worker 
for support and advice their prob- 
Jems, although they were not referred 
the social worker for this purpose. 

the same time these patients com- 
municated less about pertinent prob- 
lems than did the other group twen- 
ty-two patients. The remaining twenty- 
two patients were treated single 
doctor. their interviews, these pa- 
tients referred their doctor’s under- 
standing and his interest every- 
thing that troubled them. From their 
reports seemed that frequently 
let patients know and express the truth 
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about their diagnoses. appeared 
available and the time gave 
them was unhurried. Characteristic 
this group was that they did not display 
need for dependence the social 
worker, and that they seemed ready 
make realistic plans, even though this 
group patients had, the whole, 
relatively poor prognosis. 

These data indicate that emotional 
problems are important cancer pa- 
tients and must taken into account 
for comprehensive treatment. 
should like discuss the material 
greater detail. 

studying the patients carefully, 
one observes variety ways that pa- 
tients use reacting the threat 
incurable, ominous disease. Some 
these reactions can seen readily, 
whereas detailed study required 
learn about other the more complex 
mechanisms used. Some patients react 
with obvious which they may 
discuss with the doctor gives them 
chance. Many patients react with 
anxiety from which they flee va- 
riety ways the avoidance 
anything with cancer, especially 
treatment coming for help. They 
may have difficulty articulating their 
anxiety and fears, feeling that 
wrong so, that indicates in- 
ability handle their own problems. 
Others deal with anxiety denial 
suppressing it—pushing the prob- 
lem out their minds. Still other pa- 
tients express their anxiety demands 
for repeated examinations, more roent- 
genograms, and more advice. These are 
some the common personality reac- 
tions found. For example, 
year-old boy with melanoma, refer- 
ring cancer said: “That thing al- 
ways dreaded.” “That word can’t say 
it.” “That dreadful six-letter word.” 
“That thing aunt died of.” 42- 
year-old woman with cancer the 
cervix states, have been bleeding for 
the past four five months and have 
not told anyone until two months ago— 
think going die—people die 
excessive bleeding. had friend 


who died. She died cancer. 
afraid have cancer.” 50-year-old 
patient with cancer the breast with 
metastasis said before and during treat- 
ment, afraid that have not 
asked the doctors give report 
their findings. ask questions; 
one must have faith.” 

have been impressed the fact 
that many patients have feelings 
about this illness, they 
assume that malignant disease repre- 
sents some form punishment for 
wrongdoing the past. These ideas are 
accompanied feelings inferiority 
and being good. This type reac- 
tion often described the patient 
with surprising ease. many cancer 
patients the punishment theme ap- 
parent from the outset. 

that have cancer; must have done 
something wrong—occurred every 
one our patients. Many patients re- 
act cancer they would venereal 
have it,” ashamed talk about 
it.” our series, sexual guilt almost 
routinely occurs patients with lesions 
the cervix. further fact this con- 
nection that pre-existent venereal dis- 
ease frequently felt causative 
factor. These patients 
want professional person with whom 
they can talk out their difficulties and 
many instances obtain great relief 
from these discussions. The patients 
with guilt especially dread rejection. 

illustrate: 56-year-old woman 
with inoperable cancer the breast 
mentioned the word “cancer” dis- 
cussing her worries. The doctor com- 
mented saying, “How you feel 
about cancer?” She said, “It’s not like 
heart trouble because such dirty 
disease—so unclean—repellent. the 
end there odor—often there de- 
formity. People fear contagion. They 
don’t like with cancer patients. 
You can not know how awful is. 
the past when had known people had 
cancer, always felt badly for them. 
Heart disease not unclean. People 

Text continues on page 24. 
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Falcon’s Eye, Girl’s Hands, Lion’s Heart” 


possible describe representative attitudes doctors toward 

terminal cancer offering several selected vignettes. Their resemblance liv- 
ing doctors not fictional, but, each case, based upon individuals known 
me. Doctors are selected because believe their attitudes condition the attitudes 
all the professional team—nurses, technicians, social service personnel, dieti- 
cians, occupational therapists. All must share the blame. 


Dr. nature reticent and introverted, almost 
depressed the presence cancer the patient. His 
experience has deepened his instinctive gloom—having 
care for few terminal patients each year has been heav- 
ily dispiriting. His philosophy the use?” has led 
virtual atrophy whatever imagination and scientific 
initiative once had and does nothing—or little 
possible—and excuses his inertia talking the family 
this fashion: “This hopeless situation. The patient 
going die. Why prolong her misery. better let 
her quickly possible.” 


Dr. His basic attitude similar Dr. A’s; however 
hides distaste for terminal cancer behind mask 
magnanimity. The essence his philosophy is: there 
really nothing can do, therefore unfair 
come here day after day and take your money. Thus 
palms off his lack interest and resourcefulness 
virtuous unwillingness accept money under false pre- 
tenses. 


Dr. kind, sympathet- 
ic, cheerful nature. How- 

ever, his intellectual scientific interest clinical can- 
cer has low octane rating, and his bag technical 
tricks not well stocked. But tries make for his 
inadequacy pulling out all the stops his person- 
ality, which fancies pretty reliable therapeutic 
agent anyway, especially the face advanced cancer. 
The result that the more critical the situation grows, 
the more jovial becomes. This fine while lasts, 
but the truth that most patients with cancer that 
growing harder put with each day sooner later 
come recognize this faith healer clothing 
for what is—and conclude that his daily ten min- 
utes optimism and encouragement are hardly enough 


for the twenty-four hours that follow. 


Charles Cameron, M.D.: Excerpts from speech given before the National Conference, 
May 27, 1952. 
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Dr. stern, Scotch ancestry, was brought 
New England stronghold where honesty, frankness, 
and candor were esteemed above all traits gentle- 
manly characteristics, and where subtlety, sympathy, 
and gentleness were regarded effete, not effeminate. 
the opposite Dr. believes that the major 
problems terminal cancer can dissipated telling 
the patient the brutal truth and does not recognize that 
what one man’s meat poison. The delicate 
nuances neurosis are weaknesses suppressed 
any self-respecting patient and ignored any self- 
respecting physician; insists that his practice tell- 
ing the patient the facts will correct the egocentric bal- 
ance lifetime. Although does help some, does about much damage 
does good, does the practitioner any inflexible dogma. 


Dr. E., our hero, thoughtful, studious, yet 
also considerate and understanding. appears 
the patient and the patient’s family show 
the same fresh interest each visit. obvi- 
ously wants visit the patient, and treats 
each new difficulty nothing more than nui- 
sance that needs abated, and that will be, 
has anything about it. Above all, the 
fundamental thesis his approach 
“There practically nothing that can happen 
the patient until the moment his death 
which cannot engage and improve.” More pro- 
saically, believes while there’s life, there’s 
hope. And his conviction that can make the 
rough places smoother born experience 
and study. has his fingertips eight differ- 
ent ways make food more interesting his 
anorexic patient. knows five methods for 
keeping the patient’s room smelling like rose garden spite persistent fecal 
drainage. His judicious and graded use analgesics, narcotics, and hypnotics 
gives him means counteract pain adequately, even for months end, and 
regards the routine use morphine admission his own ignorance. in- 
formed the value occupational and recreational therapy for converting 
dreary, bored existence into reasonable facsimile interested, integrated living. 
takes nothing for granted and the stronger the presumptive evidence hope- 
lessness, the hotter grows his therapeutic combativeness. will not give up. 

retrospect, may divide our doctors’ attitudes into categories and general- 
ize therefrom: the feature common the first three was lack interest 
terminal cancer—a state mind that reflected itself apathy and inaction. Our 
fourth subject was good doctor that was mechanically resourceful and 
interested, but spoiled all disregarding the all important attitude expressed 
the little word “tact.” Our final example combined the spirits inquiry, imagina- 
tion, and persistence the distinct advantage the patient. 


don’t object being with these people. 
It’s all fault too. must have done 
something deserve all this.” 

65-year-old woman with lymph- 
oma said, very worried because 
don’t know whether the trouble have 
now caused the infection—ve- 
nereal infection.” 

very common reaction was that 
avoidance. Often the patient clearly 
conscious the fact that prefers 
avoid seeing the doctor, taking the 
doctor’s advice, carrying out other 
aspects the treatment. Many patients 
who are fully aware the conse- 
quences delay find themselves unable 
the same time they realize that the 
right thing do. They hesitate come 
for examination, procrastinating and 
putting off the inevitable. subsequent 
interviews these patients have described 
feelings hesitation and inhibition 
regard finding out what their diffi- 
culty might be. Just these patients 
avoid coming see the doctor and in- 
itiating treatment, they similarly avoid 
carrying through treatment and find 
variety rationalizations keep them 
from carrying out the advice the 
doctor. this mechanism avoid- 
ance that many ways tends undo 
the effect cancer education cam- 
paigns. are inclined rate this 
the most significant emotional factor 
acting prevent patients from getting 
help. avoidance rather than igno- 
rance, believe, that leads the sur- 
prising gaps information that one 
encounters. 

Several other mechanisms are closely 
related that avoidance. some 
patients one finds that their first reac- 
tion upon learning that they have can- 
cer flat denial such possibility. 
the illness progresses and the 
signs and symptoms become more 
marked, even then one finds some 
people still denying the fact that they 
have cancer. These patients attribute 
their symptoms variety other 
causes. One sees the same mechanism 
the families these patients. The 


suppression, that is, the attempt 
push out one’s mind the fact that 
one has serious illness and needs 
treatment. our impression that 
pushing the problem out one’s mind 
way solves the problem. 
would like emphasize this mecha- 
nism, because one that the doctor 
often fosters the patient. Doctors 
often encourage patients push ideas 
out their minds, believing 
desirable encourage the patient 
dismiss and forget about ideas that are 
unpleasant and disturbing. Actually, 
doing so, they reinforce the patient 
his use mechanism the end result 
which keep him from obtaining 
treatment quickly possible. This 
point illustrated our study in- 
stances which the doctor spends con- 
siderable time urging the patient ac- 
cept treatment without going into the 
reasons for the patient’s reluctance. 
One doctor, after spending twenty min- 
utes with the patient who had cancer 
the esophagus, said, don’t know 
what the matter with this patient. For 
some reason she scared.” 

Our discussion the data may 
summarized follows: The cancer pa- 
tient usually preoccupied dis- 
turbing way with ideas about his sick- 
ness, whether tells the doctor 
not. Secondly, reacts the danger 
and uncertainty his sickness with 
conflicting emotions, which may crit- 
ically affect his capacity for accepting 
medical help and for making op- 
timal adjustment. Even exception- 
ally well organized individual needs the 
help the doctor adjusting the 
acute and chronic threat cancer. 

evidence this kind that makes 
conclude that adequate treatment 
cancer must involve treatment the 
patient well the lesion, with 
emphasis developing good sustain- 
ing doctor-patient relation. 

should like present some 


the factors that consider important 


for maintaining good doctor-patient 
relationship. all contacts with the 
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patient, whether history taking, 
physical examination, the 
course treatment, and after care, 
interest the patient human being. 
wish indicate our recognition 
the difficulties the patient and our 
desire help. the same time 
want show the patient that are 
reliable, sound doctors who take our 
responsibilities seriously. want 
nonjudgmental and give the patient 
feeling acceptance and attitude 
friendliness. Warmth gives support 
the development and maintenance 
the relationship; coldness and aloof- 
ness may defeat the therapeutic aim. 
Yet warmth does not imply the over- 
emphasis purely conventional so- 
cial interest and premature commit- 
ments and promises. These attitudes 
are rarely expressed the patient 
words—they are communicated 
rule nonverbally our behavior. 
indicate our interest the patient 
keeping appointments and giving 
time free from interruption and hurry. 
Even though have only five minutes 
for patient, want recognize that 
this his time. show interest the 
patient’s problems and needs giving 
him chance talk about them. 
the use appropriately timed words, 
comments, and questions help the 
patient bring out topics impor- 
tance him especially dealing with the 
worries and preoccupations associated 
with his illness. convey the pa- 
tient that are reliable and sound 
taking careful history, doing careful 
physical exemination, and assisting him 
wherever possible within the confines 
above all, want keep open the 
channels communication with the 
patient through which develop and 
use the relation further our thera- 
peutic goals. What the doctor says and 
does for the success the 
relationship. our belief that much 
can toward developing pro- 
cedures that will promote good doc- 


TABLE 
Doctor-Patient Relation Cancer 


Difficulties Patient Blocking 
Communication 


Fears related nature cancer 
Fatal wasting disease 
Treatment 

Mutilating 
Hopeless 
Family distress 
People will avoid 

Emotions related unrealistic ideas 
Guilt—cancer punishment 
Anxiety 
Reactions fantasies 

Fears related doctor 
Cannot help 
Will not talk about illness 
“Much ado about nothing” 
Will reject 


good working relation set up: 

Can the patient communicate freely 
with his doctor about his illness and his 
problems? 

Does the patient co-operate the 
doctor’s therapeutic plans? 

When consider the doctor-patient 
relationship the treatment cancer, 
become aware special difficulties 
the important area communica- 
tion. 


TABLE 
Doctor-Patient Relation Cancer 


Difficulties Doctor Communicating 
with Patient 
Doctor know what say 
How much should patient told 
Won't patient pieces told the 
truth 
Philosophy “Let well enough 
alone” 
Doctor know what 
Frustration therapeutic motive 
minimizes value sustaining con- 
tact 
feelings block communication 
Distress through sympathy and ident- 
ification 
Discomfort situation involving 
double-talk 
Guilt due inadequacy therapy 
Result difficulties 
Doctor avoids patient 
Doctor rejects patient 
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Many patients when they realize that 
they have cancer find that they can- 
not talk about it, they cannot communi- 
cate. Very often the doctor too has the 
same difficulty. 

have found repeated instances 
which the doctor has difficulty deal- 
ing with patients because knows the 
patient has cancer, yet does not know 
what and does not know what 
say. barrier often exists between the 
doctor and the patient and after the 
diagnosis fully established the doctor 
tends avoid the patient variety 
ways. This done not generally be- 
cause such behavior indicated but be- 
cause the doctor trying handle 
dilemma. The result that the patient 
seen less frequently and every visit 
becomes ordeal for the doctor 
well. 

Ultimately this change the doc- 
tor’s behavior and attitude picked 
the patient and usually interpreted 
rejection the doctor. Often 
little more time, little more under- 
standing, little more planning, little 
more support, and attempt get 
the patient communicate mir- 
acles developing sustaining and 
helpful doctor-patient relationship. 
believe that many tragedies and much 
heartache can avoided the doc- 
tor’s greater awareness and more pre- 
cise planning what says and 
does with the patient. 

Very guardedly should like 
glance the material our study from 
the point view the effectiveness 
the relation between the doctors and 
their patients, recognizing that subjec- 
tive judgments this area are not free 
from distortions. have referred 
the group twenty-two the patients 
who showed relatively little difficulty 
discussing their illness and diagnosis 
with the social worker. Although 
group they had relatively poor prog- 
nosis, these patients impressed with 
their realistic adjustment and marked 
therapeutic cooperativeness. men- 
tioned previously, they were all under 
the care single doctor. They told 


the social worker that let them talk 
him about their problems and illness 
and showed great understanding. 

are thus prompted stress the 
importance good doctor-patient re- 
lation the treatment cancer, be- 
lieving that once the channels com- 
munication between the patient and the 
doctor have been opened, many the 
perplexities confronting the patient can 
discussed. This works advanta- 
geously for both the patient and the 
doctor. gives the patient feeling 
being accepted and understood and 
opens new areas which the doctor 
can work. The doctor can participate 
the discussions and management 
the patient’s difficult life situations and 
can lend his support planning for the 
patient and the patient’s family. When 
adequate communication established 
find that possible have the 
patient discuss his illness. This often 
leads discussion the patient 
his fears and worries whether his 
illness cancer. some instances the 
patient aware the fact that has 
cancer and merely awaits the confirm- 
ing nod the doctor. 

our opinion that with knowledge 
and practice the doctor can control his 
procedures the problem demands. 
Let then consider the operational 
approach the problem handling 
the doctor-patient relation cancer. 
can approach the problem terms 
what the cancer specialist who 
may disclaim any special insight into 
the handling emotional matters 
can and say. 

first step let assume that the 
doctor familiar with what con- 
sider important factors any 
good doctor-patient relation. recog- 
nizes his goals the maintenance 
warm professional relation, which 
the patient assured the doctor’s in- 
terest him and his illness and per- 
sonal problems. this end the doctor 
tries unhurried and uninterrupted 
when examines the patient and even 
during brief subsequent contacts for 
therapy check up. tries get the 
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patient talk—not probing with 
direct pointed questions but, starting 
with general question, encourages 
the patient talk about himself and 
his illness, his past reactions illness, 
and his worries and fears. The method 
focussing the talk into these perti- 
nent topics will encouragement 
appropriate times largely nodding, 
brief questioning comments, always 
with signs friendly interest and 
avoiding indications disapproval 
shocked surprise. will watch his 
own behavior and observe how the pa- 
tient responds it. will plan and 
control the management the case, 
taking into consideration such factors 
the patient’s type personal re- 
actions, dependency aggressiveness, 
and his family and work problems. 

dealing with the cancer patient 
the doctor proceeds much the same 
way, excepting that alert the 
special difficulties that tend block 
communication between patient and 
doctor. alert any indication 
that the patient may offer fears 
other emotions, such guilt and 
sense inferiority connection with 
his illness, with coming see the 
doctor. shows interest any ideas, 
however fantastic, that the patient may 
want communicate regard the 
sickness. Always avoiding censure and 
with friendly gestures and expressions 
during examination treatment, 
tries focus the patient’s talk his 
past sickness, gauge how re- 
acting his present sickness, whether 
shows areas conflicting fear and 
denial, such are not unusual pa- 
tients who are aware that they have 
may have incurable sickness. 
tries detect what the atti- 
tude doctors may be—whether hos- 
tile, overdocile, direct and realis- 
tic. 

If, this procedure, has suc- 
ceeded breaking down some the 
barriers communication that block 
the development good therapeutic 
relation cancer, may even 
first interview have found that his pa- 


tient has direct masked fear about 
his diagnosis. may aware that his 
patient suspects cancer but hesitates 
say openly. Whether not the 
diagnosis has been established, 
wants end the interview such 
way that the patient confident that 
his doctor planning for his care and 
interested his welfare. will 
throughout the interview have guarded 
himself from filling gaps embar- 
explanations. has made state- 
ments that will have taken back 
later. 

this means the doctor may have 
been able develop relationship with 
his patient which the patient returns 
for treatment, co-operative follow- 
ing directions, and communicates free- 
with the doctor regard his sick- 
ness and problems. Then the patient 
indicates openly that thinks has 
cancer and asks for direct answer, 
the doctor should probably able 
answer him simply and directly, ex- 
plaining him first only what 
seems anxious know regarding the 
diagnosis and the treatment. 

This leads few comments 
about one the most difficult problems 
confronting workers this field—how 
much should patients told? 

There considerable difference 
among cancer specialists 
this issue. Some believe that every pa- 
tient should told; others feel that pa- 
tients should spared the misery 
knowing their diagnosis. not 
know the answer this question, which 
major problem for research this 
field. Our own emphasis operational. 
whether works. Hence are in- 
clined hold that the patient should 
have enough information that his 
treatment progresses with the minimum 
personal discomfort. our opinion, 
the main goal therapy not in- 
form educate patients, but cure 
them and alleviate their suffering. 
only when the giving 
pertinent the cure, alleviation, 
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TABLE 


Communication with Cancer Patient 


Breaking Down Barriers. 


Letting patient discuss his problems 
Develop relation with warm sustain- 
ing interest 
Give patient chance talk 
Focus patient’s talk pertinent top- 
ics 
Reactions his sickness 
Ideas about cancer 
Fantasies 
Fears 
What topics? 
Capacity for realistic adjustment 
Past crises 
Neuroses 
Present disturbance 
Attitude doctors 
Show immediate interest perti- 
nent topics means of: 
Encouraging gestures and ex- 
ressions 
Brief verbal comments, prompts, 
questions 


prevention illness that may be- 
come the immediate task the doctor. 
treating cancer difficult gen- 
eralize about the exact amount in- 
formation given the patient. Ob- 
viously this depends upon what the pa- 
tient already knows. This the 
can ascertain. 

the first place, important 
know, far possible, what the pa- 
tient has found out about the nature 
his disease, and what has done with 
the information. easy under- 
estimate ignore how much the can- 
cer patient knows, and indeed this often 
seems routine practice ward 
rounds. There considerable differ- 
ence between what patient picks 
from his contacts with hospital per- 
sonnel and what will admit 
knows. When patient comes 
clinic, the routine list individuals 
with whom makes contact includes 
admitting nurse, clinic secretary, clinic 
doctor, tumor-clinic secretary, tumor- 
clinic doctors, medical student, nurse, 
social worker, and various technicians. 
enters the hospital for treatment, 
runs the gamut another series 


individuals, including nonprofessional 
personnel. each point these series, 
there the possibility acquiring 
knowledge directly and through innu- 
endo. The individuals with whom 
comes contact may not aware 
the possible impressions which the pa- 
tient may pick up. When one adds 
this the conversations between doctors 
that the patient may overhear and the 
conversation with other patients that 
during the long waiting periods 
before the patient seen, surpris- 
ing that not every patient fully aware 
his diagnosis. Even cannot 
take for granted that the patient knows. 
each case important find out 
through personal communication how 
much the patient does know. 

The diagnostic period gives the doc- 
tor time and opportunity develop 
methods communicating with the 
patient. enables him obtain infor- 
mation which highly pertinent the 
treatment. This information deals with 
the patient’s reactions cancer—his 
ideas, fears, and even phantasies, and 
his capacity for realistic adjustment 
(Table 3). During this period, the 
patient introduces the word “cancer” 
asks for information about the dis- 
ease, the doctor will not hesitate 
show interest the subject even 
give the patient some brief general in- 
formation benign malignant 
tumors, seems need it. During 
the diagnostic period, the doctor can 
pave the way for future communica- 
tion regard cancer. The relation- 
ship between doctor and patient will 
more comfortable and secure the 
word “cancer” longer taboo and 
need not avoided. And our ex- 
perience that most cases the patient 
will provide the needed cue. have 
already mentioned that this study 
almost every patient referred some 
way cancer the initial interview. 
the patient has way indicated 
concern about tumors cancer, 
may best postpone discussion 
until the diagnosis confirmed. Should 
the patient specifically question the 


doctor about his diagnosis, the doctor 
tells him that the diagnosis not estab- 
lished, reassuring him that soon 
the diagnosis established they will 
discuss together detail. 

Once the presence cancer es- 
tablished, preferably biopsy exam- 
ination, the doctor may then focus 
discussion the diagnosis. be- 
lieve that where the patient ma- 
ture, well-integrated individual, with- 
out neurotic tendencies symptoms, 
who has reacted reasonably well past 
crises, the doctor can proceed more 
directly toward opening the discussion 
the diagnosis. Should the patient ask 
for the diagnosis this point, be- 
lieve that the truth can told. How- 
ever, the statement truth should 
immediately followed telling the 
patient simply and clearly pos- 
sible what treatments are available and 
indicated. The patient should have the 
opportunity talking over his ideas 
and feelings about the diagnosis, 
well his plans for the future. Our 
experience indicates that single dis- 
cussion may not sufficient enable 
the patient communicate freely. 
During the course treatment may 
helpful for the doctor create fre- 
quent opportunities for the patient 
talk about his treatment, and even 
about the diagnosis itself, and the pa- 
tient’s reaction it. These discussions 
need not lengthy. They should indi- 
cate the doctor’s concern and contin- 
ued interest the patient. The most 
helpful elements communication are 
often the non-verbal behavior the 
doctor listening, giving the patient 
time, being concerned with the pa- 
tient’s welfare and the welfare his 
family. The doctor may also utilize 
other personnel and resources such 
social service, nurses, and above all the 
family helping the patient weather 
this crisis and adjust useful way 
possible. the case the patient 
who not well adjusted, believe 
that the same procedures may car- 
ried out. The tempo may slower, 
and the doctor may have lean more 


TABLE 


Communication with Cancer Patient 


Breaking Down Barriers. 


Letting patient discuss his cancer 
Why focus diagnosis? 
Most cancer patients worry about 
diagnosis 
Evasion topic blocks 
cation 
When focus diagnosis? 
After diagnosis established 
After learning patient’s ideas and 
problems 
After patient mentions cancer 
After asks for diagnosis 
How focus diagnosis? 
Preferably draw out patient 
himself 
Clarify misconceptions 
Use simple clear statements 
Supported signs interest 
Frequent brief discussion during 
course therapy 
What avoid? 
Overexplanation 
Over-reassurance 
Unnecessary circumlocution 
Untruths—that block communica- 
tion and undermine relationship 
Maintain warm sustaining relation 


heavily the support warm, help- 
ful relationship. these patients, the 
doctor and the social worker may need 
give the patient more time, and see 
him more frequently, until has ad- 
feel that any statements should 
made brusquely and hurriedly and with 
finality. avoided also are over- 
explanation, unnec- 
essary circumlocution that may convey 
the doctor’s embarrassment 
security this most difficult role. Eva- 
sion this crucial topic blocks com- 
munication with the patient and may 
undermine the doctor-patient relation. 

Should the doctor always tell the 
cancer patient the have 
tried answer this from our data. 
Many patients regret that some 
point other doctors have told them 
untruths regard their diagnosis 
and regard their prognosis. When 
the patient finds out—as does 
most instances—that the doctor has not 


‘ 


been truthful, finds difficult be- 
lieve trust any other statements 
the doctor. Our experience with psy- 
choneurotic patients the same, and 
are forced conclude that the tell- 
ing untruths—no matter what the 
doctor’s intentions happen be—just 
ideal way undermining the doctor- 
patient relationship. Further, the hedg- 
ing and avoidance topics necessary 
preserve the lie blocks the doctor’s 
capacity communicate. the pa- 
tient may mark the end thera- 
peutic doctor-patient relationship. 

Besides these practical considera- 
tions there are even more basic ones 
that govern the doctor’s behavior; 
namely, those dealing with the doctor’s 
The values, which 
civilized doctors accept and upon which 
much our operation depends, in- 
clude many, such giving our patient 
the best medical care available leav- 
ing stone unturned our quest for 
information relieve human suffer- 
ing. Telling the truth still another. 
These values believe are not arbi- 
trary, but are the result the evolu- 
tion civilized man. 

How much the truth should 
tell? From the strict operational point 
view the answer would all that 
necessary achieve the goal ther- 
apy. some patients more informa- 
tion necessary than others. 
have found this operational rule useful 
many difficult problems. Our job 
not make psychiatrists, psycholo- 
gists, pathologists, surgeons our 
patients. supply them with 
enough practical information help 
them utilize the best available therapy 
with the minimal personal disturbance. 
need not tell the whole truth but 
whatever say should truthful. 

discussions about this topic, some 
physicians have mentioned that occa- 
sionally they tell lie help patient 
handle insurmountable crisis. This 
has not been the case our own pro- 
fessional experience and that 
many physicians and surgeons special- 


izing cancer. conceivable that 
lie may necessary, but should 
like recognize that counter 
our value judgment and efficient 
practice. soon possible, should 
like straighten matters out with the 
patient with ample explanation our 
reasons. 

should like conclude with 
few words about another problem 
which comes the fore working 
with patients. This the inevitable 
problem meeting death. For this 
obviously have formula. Our obser- 
vations cancer patients have im- 
pressed with the capacity patients 
face death realistically. Much our 
surprise these patients show little fa- 
tigue, little depression, little going 
pieces. occasional patient refers 
taking fatal dose medicine, but 
this series suicide occurred among 
the patients who knew they had can- 
cer. brief, are the opinion that 
these patients, contrast group 
psychoneurotic patients, show great ca- 
pacity for sublimation. have also 
noticed marked tendencies 
part accept the inevitable, and 
make the best it, live for the day, 
engage activities within their ca- 
pacity and interest. our impression 
that the patient freer when knows 
his status—diagnosis and prognosis— 
which another reason for free com- 
munication. 

Many doctors have reported that, 
once the decks are cleared, patients 
seem take new lease life, having 
accepted their condition another 
crisis that has been surmounted. Hans 
Zinsser has given account this 
reaction his autobiography which 
portrays his own state mind— 
thus most authentic example subli- 
mation. should like quote some 
comments from letter eminent 
reporting his activities 
just before his death. “Well, that’s 
how now with me. able 
see some patients and, since son 
very devoted and self-sacrificing 
assistant and partner, 


along very well. spend about eighteen 
hours every day near the 
bed, three days week entirely 
fear. find great joy that 
really the philosopher that hoped 
was—that serene and reconciled 
the very limited life lead and 
the nearness Death. need sym- 
pathy pity, and times really 
happy and writing book, sort 
last will and testament, with zest and 
diligence and, hope, with some in- 


interested work ever was, 
but not find myself any opti- 
mism about life which makes want 
ever. feel profound pity for the 
human race—and have rejected all 
absolutes and all religions after re- 
examining all the theories philos- 
ophers and theologians.” 


for one, should like achieve 
such adjustment. 
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ALL his ministrations people the physician encounters 
sharper, more compelling challenge demonstrate his skill 
scientist and artist than comes from the patient with advanced can- 


cer.... 


The physician, example, often determines the behavior and atti- 
tude nurse and family during the usually protracted, weary course 
terminal cancer. Let act with authority and with full sense re- 
sponsibility. But also let act with compassion and understanding and 
restrained, subtle sympathy. cheerful demeanor, patient attention 
minor well major complaints, careful and detailed directions 
nurse and family regarding the treatment symptoms, the avoidance 
before the patient either hopeless attitude indifference regard- 
ing small items procedure, encouragement attitude and indirection 
—these are the essence. They support and sustain the spirit its 
battle—a battle which may won even though the body doomed 


failure. 


Morgan, H. J.: The care of the patient with terminal cancer. Rocky Mountain M. J. 45: 


116-119, 1948. 
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Treatment Advanced Neoplastic Disease 


Dr. Henry One the 
most difficult assignments facing the 
practicing physician the care pa- 
tients with progressive metastatic car- 
cinoma. Since the problems that arise 
tax every therapeutic resource, es- 
sential that the physician and the pa- 
tient’s family have good mutual 
understanding and 
program, undue suffering the pa- 
tient avoided. must all bear 
mind that nearly one fifth patients 
with untreated breast, prostate, thy- 
roid cancer will live least five years. 
Few advanced cancer patients are truly 
without hope for useful remission 
symptoms, particularly now that 
have anabolic agents like sex hormones 
complement antitumor therapy such 
ionizing radiation. Dr. Entwistle 
will present the first case. 

Dr. ENTWISTLE: This 55-year-old 
woman has been reported detail else- 
where.* January, 1942, asympto- 
matic Osseous metastases were dis- 
covered during barium meal. 
March, 1946, undifferentiated thy- 
roid adenoma was resected, which ap- 
peared malignant because its ad- 
herence surrounding 
Vascular invasion was present the 
specimen. Symptoms 


peared for the first time 1948. After 
positive vertebral biopsy, 15,600 
were administered over six portals 
the spine, attempt relieve back 
pain. This was unsuccessful and 
May, 1950, she was referred the 
Massachusetts Memorial Hospital Tu- 
mor Clinic suffering from compres- 
sion fracture L4, with root pain 
girdling her lower abdomen whenever 
she got out bed. Joseph Ross could 
not demonstrate radioactive-iodine up- 
take the metastases, which involved 
her entire red-marrow system. Testos- 
terone propionate, 100 
muscularly three times weekly, was be- 
gun June 14, 1950. This resulted 
rapid recalcification her skull and 
lumbar-spine metastases, with complete 
relief back pain after six-to-eight 
week recovery period. The patient 
gained more than pounds weight 
and returned fully ambulatory 
normal life. She needed 
Opiates once testosterone 
were begun. This remission lasted 
eighteen months, until pain recurred 
her dorsal spine, which was progressive 
and which resulted onset anes- 
thesia legs, paraplegia, and loss 


From the Medical-Surgical Grand Rounds, 
Massachusetts Memorial Hospitals, Boston, Mas- 
sachusetts. 


| 
on 
po 
; 
‘ 
| 
| 


bladder control June, 1952. Since 
these symptoms were only seven 
ten days’ duration 
block was present, Dr. Walter Wegner 
carried out decompressive laminec- 
tomy, removing enough the meta- 
static tumor the dorsal vertebrae 
relieve cord pressure. cord infiltra- 
tion was observed this time. After 
operation she had slow convales- 
cence, with marked return sensory 
function, partial motor recovery the 
legs, but return bladder control. 
During the past two months relief 
pain the dorsal spine has become 
more and more problem. She 
now receiving mg. morphine and 
mg. methadone every three 
four hours, along with heavy sedative 
doses chloral hydrate and sodium 
amytal, nursing home. 

Dr. LEMON: This case repre- 
sentative the many thyroid adeno- 
carcinomas that grow slowly and that, 
more than half the cases, fail take 
therapeutically effective doses 
radioactive iodine. have failed 
induce any iodine uptake with purified 
Armour thyrotropic hormone this 
patient two occasions. the time 
she was first given testosterone, the 
situation was too urgent permit the 
improve iodine uptake. important 
factor this woman’s remission was 
her fighting spirit, which has received 
little assistance from alcoholic hus- 
band. 

She shown today emphasize the 
role sex steroids palliation can- 
cers arising from tissues not under sex- 
hormone control. The complete and 
permanent recalcification her non- 
irradiated skull lesions but one mani- 
festation the important nonsexual 
function either androgens estro- 
gens stimulating protein anabolism 
normal muscle, bone, and other tis- 
sues. This has much with increas- 
ing the patient’s well-being, enabling 
the residual normal tissues the better 
cope with the starvation resulting 
from trapping nitrogen growing 


tumor. For such results, one must have 
essentially intact gastrointestinal, renal, 
and liver function, well real de- 
sire get well. Our second case shows 
similar result metastatic carcinoma 
the colon. 

Dr. ENTWISTLE: The second patient 
58-year-old woman with numerous 
previous admissions for hypertensive 
cardiovascular disease including con- 
gestive failure and cerebral hemor- 
rhage. She had annular mucus- 
secreting adenocarcinoma the sig- 
moid colon with metastases lymph 
nodes removed March 1951. 
nodule was noted deep the liver 
this time. the spring 1952 con- 
stipation and abdominal pain recurred, 
with appearance pelvic mass. 
June she was re-explored and meta- 
static mucinous adenocarcinoma was 
found both ovaries and omentum. 
Bilateral salpingo-oophorectomy and 
total hysterectomy were carried out. 
Postoperatively the patient made 
slow recovery, until she was put 
testosterone propionate, 100 mg. intra- 
muscularly three times weekly. the 
end three months’ treatment she had 
gained pounds weight, was 
asymptomatic far her gastro- 
intestinal tract was concerned, and 
physical examination the abdomen 
was entirely within normal limits. Her 
testosterone dosage had reduced 
because excessive nervous irrita- 
bility. 

Dr. Ross: How you 
know that this patient did not have 
second primary carcinoma 
ovary? Many patients with ovarian car- 
cinoma behave just this manner after 
laparotomy with removal much 
the tumor the surgeon can safely 
excise, particularly they are followed 
with heavy roentgen-ray radiation 
the upper and lower quadrants 
the abdomen. Dr. Joseph Marks 
the New England Deaconess Hospital 
has particular pointed out the value 
abdominal roentgen-ray radiation 
totaling around 12,000 peritoneal 
carcinomatosis secondary malignant 
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ovarian tumors. has reported per 
cent his patients still living after five 
years, with some now surviving for 
periods long fifteen years.° 

Dr. Dr. Rudolf Osgood felt 
that most areas there was good 
pathological correlation between the 
ovarian tumors and the original colon 
adenocarcinoma; some areas, how- 
ever, did feel that there was possi- 
bility primary neoplasm arising 
from ovarian tissue. glad that you 
raised the question ovarian cancer. 
Since about per cent all human 
cancers arise the ovary chiefly dur- 
ing the most useful middle years 
life, and since these growths possess 
unpredictable growth rates, have usual- 
metastasized when diagnosed, and 
are frequently quite radiosensitive, 
think that every woman middle life 
presenting with ascites, abdominal 
pain, and palpable pelvic tumor de- 
serves exploration the hope dis- 
covery ovarian carcinoma. Par- 
ticularly this form metastatic car- 
cinoma, palliative therapy the form 
local surgical excision, roentgen-ray 
therapy, and androgenic hormones may 
most beneficial, used the order 
mentioned. Unfortunately, metastatic 
gastrointestinal carcinomas seldom 
ever respond roentgen-ray radiation. 

When you con- 
sider using estrogens neoplastic dis- 
ease? 

Dr. LEMON: have been most in- 
terested testosterone from the re- 
search standpoint, because perhaps 
the most potent protein anabolic hor- 
mone. metastatic breast cancer, 
believe oophorectomy indicated 
most women the menopause, 
make sure that have removed all 
source estrogens that may stimu- 
lating hormone-dependent cancer. 
women patients five ten years after 
the menopause, trial estrogen ther- 
apy, using mg. stilbestrol t.i.d. 
0.5 mg. ethinyl estradiol may 
valuable, either through “upsetting 
the hormone balance” perhaps 
through delaying tumor metastasis 


inducing return differentiation 
tumor cells. Estrogens and androgens 
have both been shown effective 
controlling bone and soft-tissue metas- 
tases female breast cancer with less 
significant differences benefit these 
two sites than originally reported. 
course, the best results with estrogens 
have been obtained the treatment 
metastatic prostate cancer, with 
without castration, with doubling 
the percentage five-year survivors 
this disease. However, advanced 
male breast cancer, orchiectomy may 
produce equally striking beneficial re- 
sults, comparable those seen 
metastatic prostate cancer. 

STUDENT: Have nitrogen mustards 
been useful for the treatment meta- 
static carcinomas? 

Dr. Ross: you know these agents 
have been found most useful for 
the treatment the widely dissemi- 
nated stages malignant lymphomas, 
when local radiation therapy unwise 
because the extent the disease 
previous roentgen-ray therapy. Among 
carcinomas, only metastatic broncho- 
genic carcinomas receive temporary 
palliation per cent less cases 
from intravenous mustards, particu- 
larly they are composed undif- 
ferentiated cells. Other types carci- 
noma not rule respond unless 
one able inject the mustard into 
the arterial blood supply the metas- 
tases, perhaps thereby gaining very 
high degree tissue saturation the 
active compound, comparable that 
possible the lung after intravenous 

House What the cur- 
rent place total adrenalectomy 
cancer therapy? 

Dr. LEMON: regard this still 
research procedure, although great 
clinical benefit may result when com- 
plete removal adrenals and gonads 
CANCER arising 
from either prostate breast. The ra- 
tionale course the well-known fact 
that the sex hormones arise from dual 
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sources within the body—the adrenal 
cortex source both androgenic 
and estrogenic substances. Few sur- 
geons have adequate experience the 
technique total 
and many the reported failures 
the operation appear invalid because 
incomplete surgery improper 
case selection. 

Dr. CHESTER KEEFER: How does 
one select cases suitable for adrenalec- 
tomy? 

Dr. RICHARD CHUTE: 
cancer the patient must have responded 
with clear-cut remission after orchi- 
dectomy and/or estrogen therapy, last- 
ing least three six months, prefer- 
ably with fall the serum acid 
phosphatase normal. one our 
patients have obtained additional 
proof androgen dependence ad- 
ministering mg. testosterone pro- 
pionate intramuscularly within 
matter six eight hours this patient 
needed morphine for the first time 
control severe exacerbation bone 
pain. This patient, who had previously 
had excellent temporary results from 
orchidectomy, was totally adrenalec- 
tomized eleven months ago. has 
never put out more than 1.5 mg. 17- 
ketosteroids per twenty-four hours 
his urine, indicating relative absence 
androgens, and has needed further 
medication for pain, returning 
comfortable partially ambulatory ex- 
istence, even though bone roentgeno- 
grams have shown gradual progression 
metastases. has been maintained 
salt, mg. cortisone, and mg. 
DOCA (as linguets) per day, with thy- 
roid 0.03 gm. added recently pre- 
vent corticogenic hypothyroidism. 
common mistake suggest total 
adrenalectomy for patient who has 
fully autonomous prostatic tumor that 
has shown previous response es- 
trogen castration therapy. trial 
cortisone 200 300 mg. per day 
may also assist evaluation pa- 
tients, since this inhibits adrenal andro- 
gen production. 


Dr. LEMON: The indications for 
total adrenalectomy breast cancer 
have not been worked out. would 
seem best not advise such pro- 
cedure except where there similar 
clinical evidence for hormone de- 
pendence the cancer. This might 
consist temporary regression tu- 
mor after oophorectomy marked 
symptomatic exacerbation after hor- 
mone treatment. Dr. Lawrence, you 
wish comment concerning other sur- 
gical palliative procedures advanced 
cancer? 

Dr. KNOWLES LAWRENCE: This sec- 
ond case shows that some patients may 
benefit from reoperation, when symp- 
toms recurrent gastrointestinal can- 
cer are present. Palliative excision 
the primary lesion certain metastases 
particularly justified ovarian car- 
cinoma, mentioned, but also some 
cases colonic, bronchogenic, 
breast carcinoma, either reduce 
bleeding infection, decrease 
intestinal bronchial obstruction. 
Such treatment must highly indi- 
vidualized surgeon considerable 
experience. must remember, how- 
ever, that once patient has developed 
malignant tumor, there perhaps 
three times the risk developing 
second primary tumor. Reoperation 
may disclose curable second primary 
cancer, which most common 
sites like the large bowel, breast, and 
skin. Within the past year have re- 
explored three patients previously 
treated with colon resections for adeno- 
carcinoma, who returned this clinic 
with typical symptoms recurrent 
gastrointestinal cancer. Two patients 
proved have resectable second pri- 
mary carcinomas the remaining 
colon without metastases and are now 
both entirely well. The third patient 
also asymptomatic, after local ex- 
cision recurrence limited the 
old scar the anterior abdominal wall. 
Such re-exploration symptomatic 
cases gives the patient every chance for 
survival, but should not confused 
with the so-called “second look” oper- 
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ation Wangensteen; this procedure 
involves periodic reoperation the 
asymptomatic patient identify and 
remove previously missed metastases. 

House OFFICER: What has been 
the experience removing solitary 
metastases the lung? 

Dr. LEMON: Some patients have ap- 
parently been cured partial lobec- 
tomy for solitary pulmonary metasta- 
sis from hypernephromas uterine 
adenocarcinomas; have had pa- 
tient with the latter diagnosis who 
still well after three years, private 
case Dr. Morton Berk and Dr. John 
Strieder. Before one can reasonably 
sure preoperatively that one dealing 
these cases with solitary lesion, 
time interval least year since 
removal the primary lesions should 
have elapsed permit development 
all metastases grossly recognizable 
size. 

However, there another much 
more important situation which sur- 
gery can make contribution the 
recovery the patient with advanced 
cancer. Because carcinoma the cer- 
vix tends metastasize within the pel- 
vis for long periods and kill 
ureteral obstruction rather than dis- 
tant metastasis, radical surgical ex- 
cision the pelvic contents, de- 


veloped Dr. Alexander Brunschwig, 
Memorial Hospital New York, 
and Dr. Langdon Parsons our staff, 
may cure the patient and permit re- 
turn normal mode life. Our last 
case illustrates three and half year 
survival from that operation. 

Dr. This patient the 
age 41, December, 1947, had 
episode severe vaginal bleeding, 
which time epidermoid carcinoma 
the cervix was proved biopsy. She 
was given two courses radium ther- 
apy the next few months, followed 
deep pelvic roentgen-ray therapy 
September, 1948, with persistent diar- 
rhea sequel. Intravaginal roentgen- 
ray therapy was repeated January, 
1949. This was followed increasing 
pelvic pain and enlargement the tu- 
mor, with the development tender 
mass the left lower quadrant. 
April 21, 1949, pelvic exenteration 
was performed Dr. Langdon Par- 
sons. The cervical carcinoma lapa- 
rotomy measured cm. diameter 
and was invading the parametrial tis- 
sues, the base the bladder, the body 
the uterus, and the rectovaginal sep- 
tum (Fig. 1). this time the ureters 
were transplanted sigmoid colos- 
tomy, and the rectum, bladder, vagina, 
and vulva resected bloc with the 
uterus, ovaries, and broad ligaments. 
The resected iliac lymph nodes did not 
contain metastases and the vaginal 
mucosa was intact. The rectum showed 
fibrosis and hyalinization the muscu- 
laris secondary radiation effect. The 
patient had stormy postoperative 
course complicated volvulus June, 
1949, and was discharged July 1949. 
January, 1952, her intravenous pye- 
logram was entirely normal. She 
leading normally active life, free 
symptoms disease the present 
time, without any social handicap from 
her wet colostomy, eating wholly 
normal diet her own choice. 

Dr. LANGDON Parsons: Unfortu- 
nately, carcinoma the cervix chiefly 
affects women such this lady the 
prime life, with dependent children. 
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TABLE 


Mortality from Exenteration Ad- 
vanced Pelvic Cancer, Based upon 
Inability Leave Hospital 


No. 


72 25 35 
Cervical carcinomas not re- 


Advanced cervical carcino- 
mas, without previous ra- 


The over-all results radiation ther- 
apy this disease are indeed poor, 
with average five-year survival 
per cent, for all stages. Patients 
such this lady who fail respond 
radiation generally have only about 
nine months’ survival. have at- 
tempted cure chiefly those patients 
who have failed respond radia- 
tion, whose disease progressing be- 
yond stage III, with involvement the 
bladder rectum both, oper- 
ation that removes all pelvic lymph- 
node metastases, all the major pelvic 
organs, the vulva and perineum, with 
transplantation the ureters either 
colostomy. Our hospital mortality 
high, since have included all 
patients who survive the operation but 
are unable leave the hospital 
result complications (Table 1). This 
mortality partly due the extent 
the procedure but also results from the 
difficulties encountered operating 
heavily irradiated field. There 
question but that there has been sig- 
nificant prolongation useful happy 
life for least fifth these other- 
wise incurable patients not responding 
radiation therapy for periods ex- 
cess three years, have noted 
the case presented here (Table 2). 
Most those surviving their hospital 
stay have returned their domestic 
duties, and some are even acting 
family wage earners, within year 
the operation. they were emotionally 
well balanced previously, such was 
this patient, surprisingly good adjust- 
ment will made wet colostomy. 


Undoubtedly better operative mor- 
tality will result when selected cases 
cervical carcinoma are pri- 
marily treated radical surgery, with- 
out preliminary trial roentgen-ray 
therapy, which unsuccessful 
per cent more patients these 
advanced stages. One must have 
least one remaining kidney with good 
function for any hope success with 
this procedure, and the patient must 
have real desire get well, aided and 
abetted the physician. When 
operate the belief that 
are going cure the patient; only with 
this belief have the courage 
risk all the complications that can de- 
velop. 

POTTER, 
Jr.: hospital chaplain see most 
the private well all the ward 
cancer patients, before and after oper- 
ations. think that the point view ex- 
pressed Dr. Parsons one the 
most important essentials cancer 
therapy, for surgeon and physician 
alike. spite the common lay and 
medical belief that advanced cancer 
cannot cured, Dr. Parsons ap- 
proaches his patients with positive 
philosophy, THAT THE PATIENT CAN 
HELPED. Too many doctors keep before 
them the negative, the layman’s view, 
that cancer terminal, and that all 
they can keep the patient com- 
fortable. Such attitude catching 
—the anxious patient catches from 
every glum look, every hesitating state- 
ment, every other evidence lack 
self-confidence provided the doctor. 
has been experience that unless 
the patient believes will get better, 


TABLE 


Survival after Exenteration for 
Advanced Pelvic Cancer 


Per cent living at: 


No. 1 yr. 2 yr. 3 yr. 


Cervical 


carcinoma ...... 50 $2 41 22 


unless has faith his physician and 
what the physician can for him, 
the patient will cease actively co- 
operate—he loses his will survive. 
This may the deciding factor 
many cases—we are all familiar with 
the unexpected lack response 
many patients optimum therapy, and 
the surprisingly long survival other 
patients whom but little definite 
treatment has been possible. Some 
Dr. Parsons’s good results palliation 
cancer reflect his own positive atti- 
tude treatment. Also, large part 
this will live based feeling 
being needed their children, fami- 
lies, friends, such present 
many these cervix-cancer patients. 
addition, strong spiritual faith 
great assistance the patient the 
last few weeks maximum travail, 
well any stage treatment. 

Dr. LEMON: The tragic case some 
family friends the last stages 
their disease; this will greatly increase 
the anxiety and distress these pa- 
tients. The physician, minister, and 
nurse must all co-operate under these 
circumstances particular. 

main problems caring for terminal 
cancer cases are severe psychic depres- 
sion, anorexia and nausea, 
tractable pain. you have any sug- 
gestions specific aids therapy? 
When you feel active supportive 
treatment longer benefit the 
patient? 

Dr. LEMON: You saved the hardest 
questions for the last. Rev. Potter be- 
lieve has indicated some the answers 
the first question. The gastrointes- 
tinal symptoms, which often are due 
hepatic metastases but are unex- 
plained origin other patients, depend 
partly upon the emotional state and 
may alleviated small frequent 
feedings favorite foods, assur- 
ance proper rest sedation, oc- 
cupational therapy any type dis- 
traction the patient’s attention with 
short auto rides, visitors, some out- 


side interest. Nutrition can aided 
most effectively oral fat emulsions 
and enriched eggnogs. Gantrisin and 
antibiotics can used prophylactically 
minimize prevent pulmonary 
renal infections, with transfusions 
needed replace the red cells that Dr. 
Ross finds are destroyed twice rap- 
idly normal many patients with 
leukemia, lymphoma, 
Such active supportive treatment sup- 
plemented judicious use roent- 
gen-ray radiation osseous metastases 
weight-bearing bones, roent- 
gen-sensitive disease soft-tissue areas, 
should carried long the 
patient derives enjoyment life and 
desires live. our experience co- 
deine gr. doses with large 
doses salicylates every four hours 
adequate for pain control many 
osseous and soft-tissue lesions. 
gradually progress demerol and then 
methadon, both which may 
effective orally for some time without 
increase tolerance. They have the 
advantage over morphine derivatives 
producing fewer complications 
result the side effects smooth- 
muscle spasm the bowel and bladder 
and can later used advantage 
parenterally alternation with mor- 
phine derivatives delay tolerance 
the latter drugs. remarkable fact 
that assiduous medical and nursing 
routine care, with alleviation anx- 
iety and the manifestation continu- 
ing interest the patient’s condition, 
can markedly reduce the narcotic re- 
quirement standard stress such 
cholecystectomy, Dr. Henry Beecher 
found some his studies. For in- 
stance, postoperative ward patients re- 
ceiving meticulous attention from his 
research group nurses and doctors 
required only one fifth the opiates that 
were prescribed for similar postopera- 
tive patients the private floors. 

Dr. WHITELAW: ex- 
perience indicates that nerve root pain 
the absence definite roentgeno- 
graphic evidence osseous involve- 
ment may markedly relieved 
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local roentgen-ray radiation some 
cases. Undetected osseous metastases 
may account for some these painful 
conditions, while others there may 
only paravertebral lymph-node in- 
volvement. 

discussion this problem would 
complete without reference neu- 
rosurgical methods relieving intrac- 
table pain. These should not delayed 
until drug tolerance established. Pos- 
terior rhizotomy while limited use 
may helpful certain cases with 
painful trunk lesions. Painful lesions 
extremity cannot thus treated 
without crippling the use the part, 
since posterior root section abolishes 
all types sensation. Splanchnicec- 
tomy and/or sympathectomy vary- 
ing extent can abolish pain purely 
visceral origin; most cancerous metas- 
tases are likely involve parietal peri- 
toneum, however, and 
nervous-system surgery will not re- 
lieve pain carried over somatic sen- 
sory nerves. 

Cordotomy 
tomy) often the most suitable neuro- 
surgical procedure for pain control, 
since destroys afferent pain fibers 
while preserving kinesthetic and tactile 
discrimination. The procedure 
been most valuable for painful lesions 
below the mid-thoracic level and can 
performed unilaterally bilaterally, 
depending upon the case. Some cases 
with bilateral cordotomy have tem- 
porary impairment bladder function. 
the Massachusetts General Hospital 
Dr. White has had considerable 
experience with this procedure for ex- 
tensive and painful gastrointestinal and 
urogenital cancers, including those 
with osseous For lesions 
involving the face, apical areas the 
lungs, shoulders, and arms, feels 
unilateral prefrontal lobotomy often 
more successful and less hazardous 
than cervical cordotomy. Bilateral 
lobotomy cancer patients frequently 
causes severe nursing problems de- 
velop result the destruction 


the social adjustments the 
personality; this far more commonly 
occurs these patients than psy- 
chotic individuals receiving the same 
operation. Dr. White therefore prefers 
unilateral paramedian leucot- 
omy the frontal lobe, which effec- 
tively controls reaction pain the 
affected side for about six months. 
the personality from this procedure, 
but there return suffering from 
pain some cases surviving more than 
six months. This operation would ap- 
pear the best answer many 
the pain problems developing ter- 
minal cancer the head and neck. 

Dr. closing this discus- 
sion, wish emphasize that have 
avoided mention “terminal cancer,” 
because the many positive contribu- 
tions that the physician can make for 
the comfort and well-being his pa- 
tients himself convinced that 
case metastatic disease irre- 
trievably lost progress medical 
therapy. Also, must never forget 
the many spontaneous remissions 
metastatic carcinoma that may gladden 
the heart the clinician who follows 
his patients and that not infrequently 
confound the rash physician who gives 
either patient family both ver- 
dict “only six months live.” re- 
sponsible member the family should 
always kept informed the prog- 
ress the case, but the patient him- 
self should spared all needless suf- 
fering omission the brutal facts 
quires requires deadline because 
the necessity settling his affairs. 
the same time one should explain 
enough the symptomatology the 
disease and what therapeutic measures 
are being undertaken avoid the need- 
less anxiety resulting from being kept 
total ignorance. The general medi- 
cal care these patients the last few 
weeks life has been well summed 
wide 
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“Telling the Patient the Truth” 


speak telling the truth, the whole truth, and nothing but the 
truth patient absurd. Like absurdity mathematics, absurd 
simply because impossible. consider the statement: “This 
reach. knows that carcinoma means cancer, quite certain 
that circulatory and respiratory changes and other very intricate changes 
the central and peripheral nervous system will follow. you recog- 
nize duty “telling the truth the patient,” you range yourself out- 
side the class biologists with lawyers and philosophers. The notion 
that the truth, the whole truth, and nothing but the truth can con- 
veyed the patient good specimen that class fallacies called 
Whitehead, “the fallacy misplaced concreteness.” results from 
neglecting factors that cannot excluded from the concrete situation 
and that are order magnitude and relevancy that make im- 
perative consider them. course, another fallacy also often in- 
volved, the belief that diagnosis and prognosis are more certain than 
they not saying that you should always, general, 
frequently lie your patients, for believe that physician’s integrity 
have explained, tell the truth, the whole truth, and nothing but the 
truth the patient, talk about doing simply meaningless. Surely 
this does not relieve the physician his moral responsibility. the 
contrary, more clearly perceive the immense complexity the 
phenomena, our appreciation the difficulty the task increases and 
with our moral Henderson (1878-1942). 


Curtis, C. P., Jr., and Greenslet, F., Eds.: The Practical Cogitator or the Thinker’s An- 
thology. Boston. Houghton Mifflin Co. 1945; p. 262 
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with cancer the mouth? 


Gumma other ulcerated syphi- 
litic lesions the mouth are rare com- 
pared with the incidence mouth can- 
cer, which occurs three four 
hundred times commonly does 
syphilitic ulcer the mouth. Obviously 
positive serological test for syphilis 
does not exclude the presence can- 
cer. 


The question when take 
biopsy sometimes problem me. 
town serving large farm and dairy 
area. there generally accepted rule? 


Opinions differ. Obviously biop- 
sies requiring special equipment and 
experience, such those the bron- 
chus, are not within the sphere most 
practitioners. Considering, then, only 
those lesions which are reasonably ac- 
cessible, the following three principles 
are suggested: 


biopsy should undertaken 
unless the performer has (a) clear 
understanding what constitutes 
adequate specimen and what with 
when has been removed, and (b) 
the technical ability procure such 
specimen. 

When there appears reason- 
able certainty that the lesion cancer 
and will require treatment special- 


ist, the patient should referred with- 
out biopsy, i.e., with the lesion un- 
altered previous manipulation. 

Where there doubt the dif- 
ferential diagnosis, the patient may 
referred for appropriate consultation 
where such readily available; but 
where such consultation not con- 
venient, and where failure biopsy 
means continuing uncertainty, the pro- 
cedure should undertaken the 
general practitioner once. 


has been practice remove 
cervical polyps office procedure. 
Recently have heard that this pro- 
cedure unjustified and that these pa- 
tients should admitted hospital 
for complete excision the polyp and 
that dilatation and curettage should 
performed the same time. Are 
cervical polyps considered precancer- 
ous? Can they removed safely 
office procedure? Should the removal 
pital procedure and accompanied 
routinely dilatation and curettage? 


Polyps that appear the external 
the cervix are usually true cervi- 
cal polyps, composed glands and 
stroma characteristic the endocervix. 
These small tumors are not precancer- 
ous. Occasionally endometrial polyp 
arising the uterine cavity ‘or upper 
part the cervical canal will present 
itself the external os. These tumors 
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are clinically “cervical polyps” but 
pathologically they are endometrial 
polyps. Endometrial polyps occasion- 
ally give rise cancer. 

Patients with definite endometrial 
cancer occasionally cervical 
polyps also. many instances de- 
lay may ensue the result the as- 
sumption the doctor that the cervi- 
cal polyp the true cause bleeding 
and that has cured his patient the 
removal this small, visible, but ac- 
tually symptomless, lesion. 

proper care exercised, not every 
patient with cervical polyp need 
admitted for curettage. Most patients 
with polyp and bleeding after the 
menopause, however, should have such 
management. Because the rarity 
adenocarcinoma the corpus before 
the menopause, patients with cervical 
polyps this earlier age group may, 
with safety, treated the office, 
provided the physician thereafter keeps 
the patient under careful observation, 
intervals perhaps three months, 
that, bleeding repeated the 
absence polyp, the patient may 
admitted the hospital without delay 
for curettage and diagnosis. 


What the most frequent site 
malignant bone tumors? What are the 
earliest symptoms? trauma factor? 


primary bone tumors was reviewed re- 
cently. The distal portion the femur 
was the most common location the 
tumor. Pain and swelling were the first 
symptoms which the tumors 
fested themselves. Methods definitive 
diagnosis are usually readily available. 
Primary cancer bone may occur 
any age, and, the series reported, the 
youngest patient was years old and 
the oldest, 76-year-old woman with 
osteogenic sarcoma. this group, 
tumor did not occur any pa- 


tient more than years age. While 
twenty-four the patients studied gave 
history injury the region the 
primary site, varying intervals be- 
fore the onset symptoms, almost all 
the injuries were minor nature, 
and the evidence for trauma patho- 
genic factor was not considered con- 
vincing. 


What are the symptoms cancer 
the nasopharynx? 


There are few, any, symptoms 
early primary lesions arising the 
nasopharynx. Obstruction breathing 
does not occur until the tumor has 
grown bulky. Symptoms referable 
the ear are reported when the tumor 
located the orifice the eustachian 
tube. Unfortunately, cervical metastatic 
disease the most frequent “first symp- 
tom” nasopharyngeal cancer. Less 
frequently, patients complain uni- 
lateral deafness sense “stuffi- 
ness” one ear; and some instances 
unilateral external rectus paralysis 
diplopia the first clue. 


there any relationship between 
the toxicity chemical agents and 
their potency carcinogens? 


Apparently not. While some car- 
cinogens are toxic greater less 
degree, i.e., benzene, nickel carbonyl, 
arsenic, and various radioactive chemi- 
cals, the cancerogenic aromatic amines 
are notable for their lack toxicity. 
The toxic dose chemical is, gen- 
erally, definitely higher than its car- 
cinogenic dose. recognition this 
fact important providing safe- 
cautions against the toxic hazards 
chemical compounds might prove in- 
adequate the control their poten- 
tial danger carcinogens. 
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The Oblique Beam... 


Scientists the Francis Delafield 
Hospital (New York City) have de- 
vised new system rotation therapy 
for prone patients. 
beam aimed obliquely the tumor 
while the patient, lying down, slowly 
turned. cone radiation thus de- 
livered with its apex the tumor. Nor- 
mal tissue gets minimal dosage, tumors 
the maximum. Heretofore, rotation 
therapy has involved the use hori- 
zontal beam aimed tumors while 
patients sit sort swivel chair 
stand. 


Species Determination ... 


It’s far cry from wheat germ and 
salmon sperm humans—but this 
the route being followed Columbia 
University scientists determining 
what role played species deter- 
mination nucleic acids. The results 
eventually may help resolve the old 
controversy whether nucleic acids 
contain the key species. Chargaff 
and his associates have characterized 
precisely the desoxyribosenucleic acid 
wheat germ and found that enzy- 
matic degradation reveals core dif- 


new cancer 


ferent from that degraded 
Now the group comparing the com- 
position DNA and RNa developing 
sea urchin eggs and salmon sperm. 


Breast Cytology 


Among the more urgent detection 
and diagnostic needs method 
finding breast cancer even before the 
familiar lump becomes palpable. Head- 
way has been made Papanicolaou 
(Cornell Univ.) with the co-operation 
Farrow and Treves (Memorial, New 
York City). Papanicolaou 
group have been able determine 
with growing accuracy whether ma- 
terial from nipple secretion indicates 
normal breasts, benign malignant 
lesions. many instances, the investi- 
gators have been able differentiate 
even between various types non- 
malignant conditions merely secre- 
tion studies. One the major blocks 
obtain the secretions. one series 
717 cases, only per cent those 
examined yielded material for study. 


Tulane investigators have been 
plagued old and sad truth: Ani- 
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mal experimental results frequently 
don’t obtain humans. animal ex- 
periments they were able compen- 
sate some extent for hypophysec- 
tomy. They did this administering 
swine pituitary gonadotropic hormone. 
When the potent preparation was given 
human who displayed the syn- 
dome pseudohypophysectomy, how- 
ever, produced antihormones the 
patient. 


Laboratory Accident... 


What may prove outstand- 
ing discovery, key the control 
several degenerative diseases, was come 
upon laboratory accident. Bucher 
(Massachusetts General) had achieved 
what looked like good technique for 
separating cells and maintaining them 
suspension. The cells looked good 
and, point, functioned all right. 
But biochemically something was 
wrong. test the cells’ metabolism, 
Bucher used homogenates minces 
controls. her surprise, the cell-free 
homogenates synthesized cholesterol. 
The Massachusetts General scientists 
saw these results the end old 
conception—that whole cells were nec- 
essary for the synthesis cholesterol. 
Now Bucher and others are trying 
isolate, identify, and purify the en- 
zymes that produce cholesterol. The 
discovery may have opened short 
cut the control coronary throm- 
bosis, atherosclerosis and several other 
conditions. 


Colchicine and Tumors ... 


Geiling (Univ. Chicago) admin- 
istered radioactive colchicine normal 
and tumor-bearing mice (spindle-cell, 
mammary carcinoma, 
and ascites tumor). Colchicine, known 
for its property assisting cell divi- 
sion, particularly rapidly proliferat- 
ing cells, was concentrated signifi- 
cant amounts the spleens normal 
mice but absent from the spleens the 


tumor mice. The significance this 
change the distribution colchicine 
the presence tumors being in- 
vestigated. 


Rothman and others (Univ. Chi- 
cago) may have struck paydirt by- 
product their research the chem- 
istry sebum and endocrine control 
the sebaceous glands. During the in- 
vestigation they developed evidence 
that cortisone may have good effect 
alopecia 


Chronic Myeloid 


The report Haddow (Chester 
Beatty group) that G.T. useful 
the control chronic myeloid leu- 
kemia being confirmed American 
investigators. Most recent test the 
drug the group Francis Delafield 
Hospital New York. far, the 
preparation (1,4-dimethanesulfaneoxy- 
butane) has given benefit only 
chronic myeloid leukemia. 


The pattern your blood proteins 
may almost distinctive your 
fingerprints. That’s one the observa- 
tions coming out the plasma-protein 
studies Bernfeld and Homburger 
(Tufts). Electrophoretic patterns can 
thoroughly shuffled and handed 
Bernfeld and, with amazing accuracy 
the investigator can identify them 
being Joe Doakes’s, John Doe’s, Susie 
Roe’s, etc. Some aspects are genetically 
determined, the scientists learned from 
studies identical twins (whose pat- 
terns, peak for peak and gully for 
gully, were almost the same). Other 
aspects are dependent upon nutrition 
(this was shown samples from Cath- 
olic, Jewish, and 
pitals). And still others change with in- 
fections and other diseases. 
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fully normal foster mothers. male carrying the 
gene for obesity mated, half the offspring are obese. 
Media: Dr. White, whose classical results pre- 
paring synthetic and defined nutrient for plant tissues 
are well known, has recently prepared similar, yet 
not quite successful, nutrient for animal tissues. This 
nutrient, consisting measured quantities salts, 
sugars, vitamins, and amino maintains beating 
heart for ninety days. still must add small amount 
embryo juice (corresponding the yeast extract originally 
used plant-tissue nutrients) get rapid growth 
well heart beat. Ome good reason for wanting such 
synthetic nutrient its potential importance tissue 
banks. The U.S. Navy has found that the anaphylactic 
action often encountered transplanting bone skin can 
present overcome only drastic methods. The best 
success has been achieved with boiled bone, preserved 
mineral oil! good synthetic nutrient might permit the 
preservation and live Dr. White 
not working directly this problem but his work 
being followed with interest those who are. 
Environment: Dr. Runner’s work indicating that 
least theoretically possible for one woman bear 
another's child. With high degree accuracy now 
transplants not only ovaries, but fertilized and unferti- 
lized ova well, between mothers different types. The 
technique aimed toward genetic from 
vironmental intrauterine influences congenital 
mation. One influential factor the age the foster 
mother. findings may help throw light mongolism 
humans depends partly upon the age the mother. 
Canine Conch: Dr. Fredericson seeking 
tablish the known early experiences puppies, 
logical patterns that may apply the forgotten neonatal 
experiences and psychotic humans. Pups con- 
sider being left alone severest punishment. The results, 
they can applied humans, would suggest that 
should not punished prolonged separation from 
the family. Isolated pups accept warmth (milk must 
ship. They are for movement and warmth. Huma 
infants who are not fondled may stop eating and may die. 
Grandma probably was right when she insisted upon rocking 
the baby. 
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Acids: Dr. Griffen exploring the possi- 
bility that nucleic acids are the vehicle for 
communication and feels that their ability re-tie 
threads, they reduce 
times from 0.8 per cent. Organisms pre-treated with 
nucleic acids not show high mitation rate under 
ultraviolet roentgen rays untreated organisms. 
intrigued the concentration DNA when 
dense during cell division and its reduction when chromo- 
Somes uncoil after cell division. 

Blood Groups: Dr. Cohen has found five antigens 
the associated with the red blood cells. 
These antigens have been traced through inheritance and 
they prove mendelian dominants. 

Aggression: Studies Dr. and others the 
aggression and fighting mice lead the con- 


clusions that the two most important factors are heredity 


and training. Part the inherited difference aggres- 
sion between males and females has been found Dr. Beeman 
due the male hormone, testosterone. This type 
study animals the question whether not 
certain these phenomena are true humans. 
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